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THE PLASTER OF PARIS BANDAGE. 


The very widespread use of the plas- 
MaterIALs ter of Paris bandage in hospita! and dis- 
pensary practice for purposes of fixa- 
tion and immobilization of fractured bones and dis- 
eased joints is in decided contrast to its limited use 
in private practice. An inquiry into the reasons 
therefor finds its best answer in the statement that 
the plaster of Paris bandage found on the market 
does not usually come up to the requirements. 
Therefore a description of what constitutes a prop- 
erly made plaster of Paris bandage is of the first im- 
portance. 

The plaster of Paris used in the making of the 
bandage should be of the superior quality used by 
dentists, and the quick-setting kind is to be pre- 
ferred. It is sold packed in tin cans to prevent de- 
terioration (oxidation) by absorption of water from 
the air; and for a like reason it must be stored in 
places free from moisture when once the original 
package has been opened. 

Any one of a number of different fabrics may be 
employed as a substratum in preparing the bandage, 
such as gauges, crinoline (gauze impregnated with 
starch), dextrine gauze and flannel. 

The use of plain gauze or muslin is undesirable 
because the plaster sets very rapidly, and becomes 
too brittle. On the other hand, a gauze too rich in 
starch or dextrine will wholly prevent the plaster 
from setting. The mesh of the gauze should be 
28 x 32 threads to the square inch. The best kind of 
gauze is white crinoline without crossbars. 


The superior plaster of Paris 

MANUFAC- bandage is made by hand, for the 
TURE OF THE reason that, made in this way, the 
BANDAGE right quantity of plaster can be 
incorporated in the bandage. 

The crinoline is cut into strips of the widths 


desired, and loosely rolled in ten-yard lengths. 


One yard at a time being unrolled, a hand- 
ful of plaster of Paris is rubbed into the gauze 
with the palmar surface of the fingers, so that all 
excess of plaster passes to either edge of the 
bandage (see Fig. 1). No more plaster should be 
rubbed into the dextrine gauze than the meshes will 
hold, and as each successive yard is incorporated 
with the necessary quantity of plaster it is loosely 
rolled in such manner that in the center of the 
bandage there is a hollow cylinder of the thickness 


Fig. 1. Preparing plaster bandage by hand. 


of the finger, and the concentric layers are easily 
movable on one another. This arrangement permits 
the rapid and uniform spread of the water through 
the bandage, and prevents parts of the bandage from 
being improperly moistened. To guard against un- 
raveling, a pin should be inserted in the last turn. 
The completed bandages should be 

STORAGE placed on end and sealed in individual 
tins in the bottom of which a small quan- 

tity of plaster of Paris is placed, or, likewise ar- 
ranged on end, they may be packed in bulk in large 
tin containers. If the plaster cannot be stored in a 
dry place it is advisable to wrap each bandage in 
wax-paper or gutta-percha tissue, and, in any case, it 
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is a wise precaution to hermetically seal the can with 
a strip of adhesive plaster, passed about the over- 
lapping edge of the cover. The individual tins or tin 
containers protect the bandages from moisture, and, 
furthermore, permit them to be placed in ovens, as 
a preliminary to using them, in order to drive off 
any moisture. 
A very rigid plaster of Paris ban- 
BANDAGES dage has recently been put on the mar- 
OF ket. It is made of exceedingly fine, 
CoMMERCE flexible aluminum bronze wire netting, 
and is sold in widths of one and 
one-half, two and one-half, three and _ one- 
half and four inches, in four-yard lengths. It 
is applied in the same manner as the regulation 
plaster bandage. The disadvantages common to the 
plaster of Paris bandages of the shops are that the 
fabric is not of the dextrine order; the mesh is too 
closely woven—the plaster lies on the bandage in- 
stead of in the meshes—and, as a consequence, there 


Rolling plaster bandage by machine. 


Fig. 2. 


is an excess of plaster; the bandages are, as a rule, 
so tightly rolled that the water does not reach the 
deeper layers. These are the bad features of the 
machine-made bandage. It is manufactured by 
dragging the strip of muslin through a compartment 
filled with plaster of Paris, and winding it upon a 
windlass (Fig. 2). 

A form of plaster dressing well adapted 
to the making of moulded splints can be 
obtained by dipping strands of hemp, 
jute (Beeley), flax or straw, of about 
the width of the finger, in a cream of plaster of 
Paris. This is by far the cheapest form of plaster of 
Paris dressing. Cotton impregnated with plaster 
of Paris, and placed in seamless sacks of tricot, con- 
stitutes another method of making moulded splints 
(Breiger). A modification of the Beeley hemp 
splints consists in placing into a sheath of tricot or 
the leg of a stocking, a bundle of thoroughly beaten 
hemp strands, steeped in plaster cream. This 
sausage-shaped mass is thoroughly kneaded and 
moulded to the parts (Turner). Other fabrics like 


SPLINTS 


sail-cloth, which contain sizing material, are also 
useful for making moulded splints ; and I have found 
the fabric known as “Deimel linen mesh” suitable 
for making moulded plaster of Paris splints. 
Before starting to 
PROTECTION FROM SOILING apply the bandage, the 
surgeon and his as- 
sistants should be properly gowned. In every 
instance the forearms should be bared, so as to per- 
mit the greatest freedom of motion in applying the 
bandage. To protect the clothing from being soiled, 
a rubber apron or gown should be worn, or the 
latter may be improvised from a bed-sheet. Either 
one should extend to the collar, and it should be 
sufficiently long to cover the feet, or a pair of rub- 
bers should be slipped over the shoes. 


Fig. 3. Plaster bandage lifted from water, squeezed, and free end 
opened. Manner of handing it to surgeon. (From W. M. 
Brickner’s Surcrcat Asststant.”’ By courtesy of 
the publisher. 


In private practice, especially, it is also necessary 
to protect the surroundings from soiling by the 
plaster of Paris. The floor, the patient’s body, and 
the couch or- table on which the patient is placed 
should be covered with muslin, gunny sacks, bed- 
sheets or a rubber sheet. Where these are not avail- 
able, tar-paper, newspaper, or ordinary wrapping 
paper will serve the purpose. 

The number of bandages 
intended for use should be 
removed from the tin con- 
tainer and stood upon end 
within a foot of the vessel 
holding the water in which they are to be immersed. 
The tin container, uncovered, is to be within arm’s 
reach, in case necessity arise to use more bandages. 
The bandages to be used are to be placed to the right 


THE IMMEDIATE 
PREPARATION OF THE 
BANDAGES FOR USE 
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and the container to the left. This arrangement 
guards against particles of water being spattered 
upon the-bandages still in the container, rendering 
them unfit for subsequent use. 

The vessel in which the bandages are to be im- 
mersed should be deep enough to accommodate the 
widest bandage vertically. But one bandage at a 
time should be immersed. It is to be placed endwise 
in the vessel, which contains water as hot as the 
hand will toierate. The bandage must be com- 
pletely submerged, and it should remain so until the 
bubbles cease to come off. This will take place most 
readily in the very loosely rolled bandages. The 
tightly rolled bandages obtained in the shops should 
therefore be unrolled and rendered loose before they 
are wet. When the bubbling has ceased the band- 


Fig. 4. Freeing bandage of frayed edges. (From W. M. Brickner’s 
“Tue Surcicat Assistant.” By courtesy of the publisher.) 


age is lifted out of the vessel, and squeezed with 
the hand, merely to free it of the excess of water. 
In some bandages the edge of the crinoline frays 
out, and becomes so er‘angled as to hinder the free 
unrolling of the bandage. To prevent this, the 
frayed out ends should be plucked from each side 
before starting to apply the bandage. 
To hasten the setting of 
CHEMICAL ADJUVANTS the bandage, some manu- 
facturers recommend the 
addition of salt or alum to the hot water. This is 
not advantageous inasmuch as the bandage often 
sets in the hand before it is unrolled. With the 
home-made bandage prepared, as previously de- 
scribed, with the best quick-setting plaster, the addi- 
tion of chemicals to the water is superfluous. 
(To be continued.) 


NERVE BLOCKING TO PREVENT AMPU- 
TATION SHOCK; ILLUSTRATIVE RE- 
PORTS OF TWO THIGH AMPU- 
TATIONS. 

By Herman B. Gessner, M.D., 


NEW ORLEANS. 


In the September, 1902, issue of the Annals of 
Surgery, there appeared a paper by Dr. Harvey 
Cushing, of Baltimore, Associate in Surgery at the 
Johns Hopkins Hospital, “On the Avoidance of 
Shock in Major Amputations by Cocainization of 
Large Nerve Trunks, Preliminary to Their Divis- 
ion; with Observations on Blood Pressure Changes 
in Surgical Cases,” being the basis of the address in 
surgery before the Wisconsin State Medical Society, 
June 4, 1902. In this instructive paper the matter 
of amputation shock was dealt with at some length, 
Cases were narrated in which nerve section in the 
course of amputation was followed immediately by 
extreme depression, others in which, as a result of 
the nerve-blocking effect of cocain, this depression 
was avoided. In the paper referred to, Cushing 
makes mention of the pioneer work of George Crile, 
of Cleveland, Ohio, along this line, and gives him 
ample credit for his thorough, exhaustive and richly 
fruitful work of research on shock. (See “Problems 
Relating to Surgical Operations,’ by George M. 
Crile, M.D., Philadelphia, 1901, p. 157.) 

I believe that I may to advantage quote the fol- 
lowing statement of principles by Cushing: 

“(1) By common usage the term ‘shock’ has 
come to represent a peculiar state of depression 
of the normal activities of the central nervous sys- 
tem. Such a condition is ordinarily brought about 
by traumatism of one sort or another to peripheral 
afferent nerves. In order to produce shock, the im- 
pulse resulting from this traumatism must have 
acted reflexly upon the vasomotor mechanism in the 
medulla in such a way as to occasion a marked fall 
in blood pressure. This diminution of arterial ten- 
sion is the most characteristic symptom of shock. 

“(2) Under ordinary circumstances injuries of 
only moderate severity to peripheral nerves cause a 
rise in blood pressure. If, on the other hand, these 
injuries are extensive or frequently repeated, or if 
they are complicated by certain primary or secon- 
dary anemias, they are commonly productive of a 
fall in blood pressure, indicating a state of shock, 

“Shock consequently need not be occasioned even 
in most extensive surgical procedures on the ex- 
tremities, provided due regard is given to perfect 
hemostasis. In operations of considerable magni- 
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tude, however, during which the division of many 
large nerve trunks becomes necessary, or in oper- 
ating upon such traumatic cases as have been al- 
ready complicated by extensive injury to peripheral 
sensory nerves, so-called operative shock is rarely 
avoided. When, therefore, any condition is existent 
which predisposes to shock, such as loss of blood, 
prolonged anesthesia, etc., or when a certain degree 
of shock is already present before operation, espe- 
cial risk is attendant upon the division of important 
sensory nerve trunks. 

“(3) Cocain injected into a trunk effectually 
blocks the transmission of all centripetal or sensory 
impulses. Cocainization, therefore, of main trunks 
of nerves central to the proposed site of their divis- 
ion in a major amputation prevents the conduction 
of those impulses resulting from the traumatic in- 
sult which otherwise, by acting reflexly through the 
medullary centers, might become the chief factors 
in the production of shock.” 

Having occasion recently to amputate a thigh, and 
retaining a vivid impression of my last amputation 
at this site, which ended fatally through shock, I 
determined to apply the nerve blocking method. 

The following are the details of the case: 

E. D., colored male, 23 years old, laborer, from 
Purvis, Miss., was admitted to Ward I, Charity 
Hospital, New Orleans, June 24, 1904. Diagnosis: 
Tuberculosis of right knee-joint and femur, with 
partial ankylosis. Circulatory organs normal with 
the exception of a slight hypertrophy of the left 
ventricle. Respiratory organs and liver normal. 
Urine contained, July 4, bladder epithelium, hyaline 
and finely granular casts, urates, oxalates of lime, 
bacteria, mucus; reaction, acid; specific gravity, 
1,026. 

The history given was of temperate habits, with 
some little cigarette smoking; measles, mumps and 
whooping-cough in early youth. Several attacks of 
malaria. No history of venereal disease. Family 
history, good. 

Three years ago the patient was thrown from a 
horse, striking his right knee against a post. But 
little pain was suffered. Patient was able to walk at 
once. Within a month the knee had begun to swell 
and was painful; a purulent discharge soon made its 
appearance, continuing to the time of admission. 

The neighborhood of the right knee was found 
to be riddled with sinuses ; there were induration and 
pigmentation about the sinus openings. The knee 
was kept flexed at'an angle of 45°; it could be 
flexed further, but extension beyond this angle.could 
not be effected. 

Operation was undertaken July 7th under chloro- 


form, administered by W. B. Chamberlain, R. S. 
The knee-joint was opened by the curved transverse 
anterior incision of Textor, and the soft-parts dis- 
sected so as to permit thorough inspection. The in- 
volvement of the joint was extensive; the femoral 
condyles were deeply eroded and the femur for sev- 
eral inches above the condyles was affected with 
osteomyelitis. 

Our experience with conservatism in this class of 
cases at this age (after the second decade) having 
proven highly unsatisfactory, amputation was deter- 
mined on, permission having been obtained before 
the operation was begun. A long anterior and short 
posterior flap amputation was done at the middle 
of the thigh, a rubber constrictor securing prophy- 
laxis of hemorrhage. When the posterior flap was 
being fashioned through the muscles, after prelim- 
inary outlining through the skin, care was taken to 
identify the great sciatic nerve. This was edematized 
with twenty-five minims of two per cent. solution of 
cocain hydrochlorate, then divided at the edema- 
tized level. The amputation having been done, the 
great sciatic and the internal saphenous nerves 
were edematized with the same solution on being 
drawn out for shortening, twenty-five minims and 
ten minims being used on them, respectively. The 
pulse, which had been 80 while the patient was in 
the ward, was found to be 75 at this time; by the 
end of the operation it had fallen to 62. Its char- 
acter was excellent throughout. 

Stimulation during the operation was limited to 
1/30 grain of strychnine sulphate given hypoder- 
matically by the anesthetist just before the first 
nerve section. 

The usual care was taken to preserve the body 
heat by covering the trunk snugly with a blanket. 
The stump was sutured in layers ; kumol catgut No. 
1 was used for the deeper layers, silkworm-gut for 
the skin. Healing was primary. All sutures were 
removed from the skin on July 16th, nine days after 
the operation. 

Comment: One swallow does not make a summer, 
nor does one case of any kind establish a principle. 
It may be that our patient, without the nerve block- 
ing, would have faired as well. But the complete 
absence of shock in an operation of this severity 
makes me credit the method: described with a large 
share of the good results observed. I feel encour- 
aged to employ the method again and shall certainly 
feel it my duty to do so whenever, in similar. cases, 
shock is especially to be feared. 

It will be observed that over one grain of cocain 
(sixty minims of two per cent. solution,—1.2 grains) 
was used for nerve blocking. I believe that we may 
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fairly count on a waste of the odd fifth and assume 
that but one grain was used. 

Of the grain, a large fraction must have been lost 
from the edematized nerve tissue when it was di- 
vided. Possibly a smaller quantity of the same solu- 
tion, or the same quantity of a one per cent. solu- 
tion, would have the same effect, with much less 
danger of cocain toxis. 

Since writing the above I have had the oppor- 
tunity of applying the same method to another case, 
the details of which follow: 

B. R., colored male, 15 years old, farm hand 
from Hulda, Concordia Parish, La., admitted to 
Ward I, Charity Hospital, New Orleans, August 18, 
1904. Diagnosis: Chondrosarcoma of the upper ex- 
tremity of the right tibia. 

Patient anemic looking. Circulatory organs nor- 
mal, but pulse 120; incipient tuberculosis found at 
apex of right lung; liver normal; urine showed, 
August 19th, specific gravity, 1,014, reaction acid, 
leucocytes, bladder epithelium, mucous casts, bac- 
teria, mucus. 

The history given was of temperate habits. No 
history of venereal disease. Had suffered from 
chills and fever, measles, whooping-cough. Family 
history good except as to mother, who is troubled 
with asthma at the age of fifty years. 

The patient has had a swelling about his right 
knee since January; occasional pain has been felt; 
since June he has not done any work. Early iu 
June a physician made an incision on the inner side 
of the knee, evacuating blood only; in two or three 
days, under poulticing, pus began to flow, and ran 
for some time, the opening finally healing up. 

Examination showed a smooth swelling on the in- 
ner side of the right knee, extending from the 
patella down for 8 inches; transverse measurement 
of tumor, 8 inches; circumference of limb at largest 
point, 1614 inches, as compared with 11% inches 
on the other side. The scar of a small incision was 
visible. On the external side of the knee there was 
some fulness with fluctuation just beyond the pa- 
tella; the joint appeared to contain fluid. 

Operation was fixed for August 23rd, after stimu- 
lation with strychnine sulphate, gr. 1/60 every four 
hours, for three days before operation; gr. 1/30 
every four hours during the night preceding it. 
Anesthesia was induced with chloroform by interne 
P. B. Salatich. Incision was made into the swelling, 
and showed a new growth, probably sarcoma, in- 
volving the upper extremity of the tibia on the inner 
side. (Examination of the specimen by the Pathol- 
ogic Department of the hospital has since shown it 
to be a chondrosarcoma.) Having obtained the pa- 


tient’s consent before the operation, I proceeded 
to amputate through the thigh, after applying the 
constrictor, making the bone section a little below 
the middle of the limb. The long anterior and short 
posterior flap method was employed. Cocain was 
used to block the great sciatic before division, the 
same nerve and the internal saphenous before short- 
ening—in all seventy-five minims of a one per cent. 
solution. The operation was begun at 10:10, with 
a pulse of 100; 10:18, pulse 110; 10:25, pulse 105; 
section of nerves made ; 10:28, pulse 103. The 
operation was completed at 11:10, pulse 110. No 
difference in the quality of the pulse could 
be appreciated as the result of the amputation. The 
deeper planes were sutured with kumol catgut; 
the skin with silkworm-gut. The usual dressings 
were applied, with a pelvo-femoral carboard splint. 

On the following morning, August 24th, the pa- 
tient was found looking and feeling perfectly well; 
in fact, he was sucking an orange complacently. 
His pulse, however, was 128; this caused him to be 
put on hypodermatic stimulation with strychnine 
sulphate, gr. 1/40, tincture digitalis, three minims, 
every four hours. 

August 24th: P. M. pulse, 136; same stimula- 
tion, with exception of increase of tincture of digi- 
talis dose to five minims. 

August 25th: A. M. pulse still 136; hypoder- 
matic stimulation was discontinued on account of 
complaints of pain by patient; a fluid ounce of 
strychnine and digitalis mixture (Charity Hospital), 
containing strychnine sulphate, gr. 1/30, and tinc- 
ture digitalis, five minims, was given by mouth every 
four hours. 

August 25th: P. M. pulse 120. 

August 26th: A. M. pulse ro2. 

August 27th (to-day: A. M. pulse 70, full and 
strong. 

The temperature was highest on the evening of 
the first day, 100° F. Fever, therefore, did not 
account for the pulse rate. 

Comment: In this case I was able to obtain a good 
immediate result as to prevention of shock by the 
use of a one per cent. solution of cocain. The later 
rise in pulse I cannot explain except by the use of 
the expression “delayed shock,” if indeed that be an 
explanation and not simply the application of a name 
toa condition. At any rate, considering the rapidity 
and character of the patient’s pulse before opera- 
tion, I feel that the blocking method was of distinct 
advantage in enabling us to get through the opera- 
tion in safety. 

In neither case did any evil result follow the 
blocking. I feel, therefore, justified in recommend- 
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ing the method as one well worthy of further trial, 
promising much that is good and so far appearing to 
be attended with no disadvantage, not even that of 
prolonging the operation, for a minute or so will 
cover the time necessary to do the blocking. 

Thanks are due the interne of my hospital ser- 
vice, Mr. W. E. Sistrunk, for valuable assistance 
in the management of these cases, as well as for the 
notes on which the reports are based. 


SOME OF THE FALLACIES OF THE CLIN- 
ICAL DIAGNOSIS OF GONORRHEA.* 


3y G. Frank Lypston, M.D., 


Professor of Genito-Urinary Surgery and Syphilology, 
State University of Illinois; Attending Surgeon, 
St. Mary’s and Samaritan Hospitals, Chicago. 


The discovery of the gonococcus was heralded as 
the solution of most of the problems in the etiology 
and pathology of gonorrhea. Its acceptance as an 
arbitrary diagnostic resource was especially gratify- 
ing to practitioners for whom a cut-and-dried bac- 
teriologic diagnosis has a peculiar and by no means 
unnatural fascination. With the lapse of time, how- 
ever, many clinical problems have returned to very 
nearly the same plane of confusion that existed prior 
to the discovery of the microdrganisms of gonor- 
rhea. Most practitioners, however, expect even 
now so much of the microscope in the clinical study 
of gonorrhea that I sometimes question whether the 
discovery of the microdrganism has been an un- 
mixed blessing. 

It is not my intention here to enter upon a dis- 
cussion of the various microdrganisms, and especi- 
ally of the pseudo-gonococcus, which may easily be 
mistaken for the gonococcus. Still less do I contem- 
plate an exhaustive discussion of the evolutionary 
relations between these various microorganisms and 
the gonococcus itself. My long-held views of the 


evolution of the microdrganisms of the venereal dis- ; 


eases from undetermined microérganisms of an in- 
nocuous and non-pathogenic character are familiar 
to the profession. It is my purpose to discuss 
merely some of the more dangerous of the fallacies 
in the diagnosis of gonorrhea, with especial refer- 
ence to prognosis as regards the infectiousness of 
a given individual to other and healthy persons with 
whom he or she may come in sexual contact. 

IT shall first consider the possibility of excluding 


* Read at the meeting of the Mississippi Valley Medical Associa- 
tion, October 11, 1905. 


infectiousness in the case of a woman under sus- 
picion, or who is known to have had gonorrhea. 
That the most dangerous type of infection of the 
female is that in which the external manifestations 
of the disease are absent, is coming to be well under- 
stood by both gynecological and genito-urinary spe- 
cialists. The explanation of the relatively great dan- 
ger of infection of others by such subjects is not as 
thoroughly understood as it should be. 

Gonorrheal urethritis in the female, when it has 
assumed the chronic form, may present no secretion 
whatever upon external examination. There may 
be little or no vaginal, cervical or uterine discharge, 
and even such as there is may upon examination 
fail to disclose the microédrganism of gonorrhea. 
Stripping the urethra may reveal no secretion worth 
mentioning, too little, in fact, for examination. A 
swab or probe passed into the urethra may return 
perfectly clean. Notwithstanding this apparent lack 
of infection in the urethra, the mucous glands may 
be involved, and under the influence of sexual ex- 
citement and the mechanical effect of coitus the 
physiological hypersecretion may convey to the 
meatus gonococci in abundance. The result is suffi- 
ciently obvious. 

The glands of Bartholin may be infected by gon- 
orrhea without any consequent inflammation suffi- 
cient to attract attention. Examination of the vul- 
var, vaginal, cervical and uterine secretions may fail 
to reveal gonococci, but during the hypersecretion 
incidental to the conditions already described the 
secretion of these glands may appear, loaded with 
gonococci, upon the surface of the mucous mem- 
brane of the genitalia. 

What has been said of the glands of Bartholin and 
of the urethra, in the female, applies with especial 
force to the secretions of the uterine mucous mem- 
brane. Bacteriological examination of the utero- 
cervical secretions may show absolutely nothing, yet 
under the influence of sexual excitement and the 
mechanical effects of coitus, the previously normal 
secretions may appear in the vagina, loaded with 
gonococci. 

The popular notion of the infectiousness of the 
menstrual flow is based upon the foregoing fact. 
The menstrual fluid in its normal condition is per- 
fectly non-irritating. When loaded with pathogenic 
microérganisms or with the bacterial products of 
decomposition, it may become pathogenic. If a 
slight degree of infectiousness exists in the glands 
of the cervix, or upon the mucous membrane of the 
uterus and Fallopian tubes, the pathogenic micro- 
organisms of gonorrhea are excited to renewed ac- 
tivity by the hyperemia of the mucous membrane 
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incidental to the menstrual epoch, and are brought 
down by the down-flowing menstrual secretion. 
Careful examination of the woman just before and 
after the menstrual epoch, or at the usual period 
after menstruation at which examination is made in 
a suspected case, is likely to reveal nothing explana- 
tory of the infection which she has conveyed. 

I am leaving out of consideration here the cases 
of infection which may be called mediate rather than 
direct, the woman merely serving as a carrier of 
the microorganisms, and failing, for one reason or 
another, to become herself infected. 

The foregoing clinical facts, alone, in my opinion, 
make it absolutely impossible for the physician to 
state in any given case that the woman is free from 
infection. This is one of the strongest arguments 
against regulation and medical inspection of prosti- 
tutes. I entertain serious objections to the medical 
profession constituting itself an assurance society 
for the protection and promulgation of the social 
evil, but aside from this scruple, there remains the 
fact that no reliable system of inspection or exam- 
ination can be devised. 

The relatively greater activity of the gonococcus 
in the female at the period of menstruation should 
be given very thoughtful consideration. I shall re- 
late a case which bears upon this as well as upon 
the difficulty of making a diagnosis in certain cases 
in the male. 

A married man consulted me after a suspicious 
exposure, relative to the probability, first, of the in- 
fection of his own person, and, second, of his hav- 
ing infected his wife. I examined the man three 
days after the suspicious exposure. There was no se- 
cretion that could be obtained for examination. I 
inserted a glass rod into the urethra, and endeavored 
to expose, by massage of the anterior portion of the 
canal, a quantity of secretion upon the rod sufficient 
for examination. I succeeded in getting a small 
amount of moisture, the examination of which failed 
to reveal gonococci. I cautioned the patient against 
submitting his wife to further exposure, but de- 
clined to give any positive opinion as to the infection 
of either his wife or himself. Three days later he 
developed typical gonorrhea, with the usual micro- 
scopical findings. The wife remained apparently 
well. Three weeks later, however, when her 
menstruation began, she developed typical salpin- 
gitis and pelvic peritonitis, which ran the usual 
course of favorable cases of the kind. The woman 
had been previously well, which is of itself impor- 
tant. Examination of her secretions later on showed 
gonococci in this instance, but the microdrganisms 
disappeared from the secretions long before the pa- 


tient was entirely well of her pelvic difficulty. 
This case is in most of its details precisely similar 
to many others that have come under my observa- 
tion, 

Basing my advice upon actual clinical observa- 
tion, I would especially warn the physician against 
giving a dogmatic opinion as to the possible infec- 
tion of the female until after the next menstrual 
period following the exposure, always providing that 
the period elapsing between the time of exposure 
and the next menstruation following is long enough 
to afford a moderate period of incubation. Where 
the exposure is immediately before or within two or 
three days of the menstrual epoch, I have learned 
to be cautious about giving an opinion until the sec- 
ond menstrual period following. 

One of the most important conditions that occur 
in gonorrhea, so far as the diagnosis of infectious- 
ness and possible danger to others is concerned, is 
urethral folliculitis. The gonococcal and mixed in- 
fection of gonorrhea is often sealed up in one or 
more inflamed follicles in the urethra, there to remain 
until some unusual mechanical force is brought to 
bear upon the focus of infection. The patient may 
have been apparently well for some months The beer, 
and nitrate of silver tests, and the microscopic exam- 
ination of the resultant discharge, may have shown 
the patient to be apparently well; possibly the irri- 
tant injection and ingestion of beer have developed 
no discharge whatever. During coitus, however, the 
follicle discharges, the individual not only infects a 
perhaps innocent person, but reinfects himself. 
When a dogmatic opinion has been given the indi- 
vidual by a physician, the deplorable results of a mis- 
take of this kind are only too obvious. Not the least 
of the unfortunate results is the suspicion that may 
arise in the mind of the individual that he is suffer- 
ing from reinfection of gonorrhea by a perfectly in- 
nocent person. The unfortunate feature of the con- 
dition I am describing is that in a certain proportion 
of the cases it is impossible to guard against such 
lamentable mistakes, except by insisting on the time 
element in the management of the case, and by re- 
fusing in any instance to give a dogmatic opinion 
as to the existence of infection. 

Fistule, whether or not produced by folliculitis, 
or periuretheral phlegmon occurring in the course of 
gonorrhea, are especially dangerous. The same is 
true of urethral fistule existing prior to the con- 
traction of the gonorrhea. These fistulz afford an 
excellent nidus for the harboring and development 
of gonococci, and should always be reckoned with 
in the matter of prognosis. I have at the present 
time under my observation a man and woman whose 
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cases especially emphasize the importance of this 
point. The man contracted a gonorrheal urethritis. 
Following it he had a folliculitis beside the frenum, 
which went on to suppuration. After he was ap- 
parently well of the urethritis for some weeks, a 
physician informed him after examination of the 
urethral discharge microscopically, that there was 
absolutely no danger of his infecting his wife. 
There still existed a small blind fistula at the site of 
the folliculitis beside the frenum. From this source 
of infection, the discharge of which was not exam- 
ined microscopically by the patient’s physician, the 
patient unfortunately infected his wife. She devel- 
oped a severe urethritis and cystitis, followed by 
serious pelvic inflammation. If the woman finally 
recovers without the necessity of surgical interven- 
tion, she will be very fortunate. 

A frequent source of fallacy in the diagnosis of 
gonorrhea from the standpoint of danger of infec- 
tion of other individuals by a given subject, is in- 
fection of Cowper’s glands. Acute or even subacute 
Cowperitis, while it gives rise to fairly definite symp- 
toms, is more often overlooked than is generally 
supposed. If severe swelling and pain in the peri- 
neum, with coincident constitutional symptoms, are 
absent, a moderate involvement of Cowper’s glands 
is more likely than not to escape observation. Many 
of the cases in which discomfort and tenderness in 
the perineum are experienced during the course of 
urethritis are due to an undetected Cowperitis of 
greater or less severity. When an abscess forms, 
the existence of serious trouble is bound to be recog- 
nized, whether the true nature of the condition is 
determined or not. Careful examination by com- 
bined perineal and rectal palpation will usually de- 
tect chronic Cowperitis, even when the enlargement 
of the gland is very moderate. 

I have succeeded in determining the cause of a 
frequently recurring urethritis in a number of cases 
by careful examination in this way. In several cases 
the coincidence of evacuation of a distended Cow- 
per’s gland with the recurrence of the urethral dis- 
charge was too plain to be overlooked. The patients 
complained of a sensation of fulness, with some 
pain and tenderness, just in front of the anus, which 
they claimed was relieved when the urethral dis- 
charge came on. It will be readily understood that 
with the ordinary methods of examination, the pres- 
ence of infectious microérganisms in one or both of 
Cowper’s glands is often not easy to determine. 
There may be no urethral discharge, and even mas- 
sage of the prostate and its adnexa may not expel 
gonococcus-bearing secretions. It is probable that 
even where the duct of the gland is not occluded 


temporarily, or permanently, the microorganisms 
will not necessarily appear in the test discharge. 
They may or may not appear in the semen at periods 
of physiologic sexual activity. 

What has been said of the relation of folliculitis 
and Cowperitis to fallacies in the diagnosis of gonor- 
rhea, bears with especial pertinency upon gonorrheal 
prostatitis. The gonococcus is very frequently im- 
prisoned in various ramifications of the ducts and 
follicles of the prostate, only to appear in the ex- 
pressed secretions under massage, or in the ejacu- 
lated semen. The sealing up of ducts leading from 
infected follicles in the prostate is, in my opinion, 
of very frequent occurrence. The evacuation of 
these collections of infectious material, with their 
imprisoned gonococci, explains quite a proportion 
of the cases of auto-infection in the male, and of in- 
fection of the female when the male is apparently 
perfectly healthy. 

The important point for consideration in deciding 
the question of the infectiousness of a given indi- 
vidual is the fact that, independently of the micro- 
organism which is the essential factor in the etiology 
of the disease, the clinical picture presented to us 
is one of mixed infection. The absence of gonococci 
in a given pathological secretion is by no means 
proof that that secretion has no pathogenic proper- 
ties when inoculated upon a healthy individual, nor 
indeed that it may not possibly set up serious patho- 
logical conditions in the individual under consid- 
eration, be the subject male or female. This in- 
dependently of the possible or probable existence 
of a latent gonococcal infection somewhere in the 
sexual or urinary tract, which may at any time 
afford a specific pathological admixture with the vis- 
ible non-specific pathological secretion. 

The author is firmly convinced that in many cases 
of infection of healthy women by a latent gonorrhea 
of the husband, mixed infection is responsible, and 
the resulting pathological condition in the female is 
non-specific. Its being non-specific, however, does 
not preclude the possibility of its becoming very 
serious. It is questionable whether in many of the 
cases of pelvic inflammation in women in which the 
primary infection was derived from what was ap- 
parently a latent gonorrhea in the male, the absence 
of gonococci in the pus collections in or about the 
uterine adnexa is not due to the fact that the infec- 
tion, while derived from what was clinically prima- 
rily a gonorrhea, was a mixed rather than a specific 
one. It is a well-known fact that in many instances 


of serious ovarian and tubal disease in women, at- 
tended by pus collections, gonococci are not found in 
the pus, in spite of the fact that gonorrhea in the 
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male was the primary cause of the trouble. It is 
admitted that the gonococci are usually present at 
the outset, and that they eventually disappear, but 
that this is the explanation of their absence in all 
cases is at least open to serious question. Women 
who have been infected primarily by the gonococcus 
may eventually arrive at a point where the gono- 
coccus is not an important element, and may be ab- 
sent altogether, yet the mixed infection persists, and 
may be dangerous to the female herself, to say noth- 
ing of the danger to the male. Many of the cases of 
pelvic inflammation in women following traumatism 
of the uterine mucosa, either as a result of abortion, 
instrumental manipulation, or normal labor, are cer- 
tainly explicable in this way. 

This being true, and it being further acknowl- 
edged that non-gonorrheal, i.e., purely septic infec- 
tion, through the medium of unclean instruments 
and hands, often produces serious utero-ovarian and 
pelvic inflammation, it is hardly fair to exclude non- 
gonorrheal infection with pathological secretions 
from the opposite sex during: coitus as a very impor- 
tant etiological factor in gynic disease. 

As a result of the general acceptance of the pres- 
ence or absence of the gonococcus in a given dis- 
charge as an infallible test of the infectiveness of the 
individual much injustice has been done. This in- 
justice has operated in two ways: First, by giving 
a clean bill of health to infected individuals in whose 
secretions no gonococci are found; and, second, by 
claiming infectiveness on the part of indivduals in 
whom germs which are apparently gonococci are 
found, the germs nonetheless having lost their 
pathogenic properties. 

So long as germs are found which are indis- 
tinguishable from the gonococcus, the danger of 
condemning to celibacy individuals who are no 
longer infectious must necessarily exist. If we ever 
discover an absolutely reliable method of test—by 
animal inoculation or by culture—of a suspected 
secretion or microdrganism, the clinical problems 
presented in the diagnosis and prognosis of gonor- 
rhea will be greatly simplified. 

The discovery in the seminal secretion of micro- 
organisms that are apparently typical gonococci is 
accepted as absolute proof of the infectiveness of the 
individual, no matter how long a time may have 
elapsed since the original gonorrheal infection. I 
freely admit that it is a very difficult matter to de- 
cide as to whether a given microérganism, ap- 
parently the gonococcus, has lost or still retains its 
specific pathogenic properties, but I am not prepared 
to accept the view that the individual who some 
years after the development of a deep-seated gonor- 


rhea has microdrganisms which cannot be differen- 
tiated from the gonococcus, is necessarily still in- 
fectious. Believing as I do that the gonococcus is 
an evolutionary product of some, as yet undeter- 
mined, microdrganism of non-pathogenic proper- 
ties, I must accept involution as a part of its biology. 

It would hardly be logical to deny that gonor- 
rhea, like other infections, consists essentially in a 
battle of the germ with a tissue cell or cells. That 
the natural tendency of the disease is to spontaneous 
cure is a corollary of the proposition that the prin- 
ciples of evolution govern the life-history of the 
gonococcus, just as they do the life-history of other 
microdrganisms, pathogenic or non-pathogenic. 

It is incomprehensible to me that actively virulent 
microorganisms can remain in the seminal vesicles 
and be discharged with the secretions from time to 
time, as in the performance of the sexual function, 
and yet the individual remain free from acute or 
subacute exacerbations of the disease. Is the indi- 
vidual immune to the gonococci contained in his own 
physiological secretions? If so, why is he not im- 
mune to heterogeneous infection, which, in my ex- 
perience, he is not? I have met with many cases of 
individuals whose semen and expressed prostatic 
secretion contained for some years apparently typi- 
cal gonococci, who contracted fresh attacks of 
gonorrhea from heterogeneous sources. 

Some very important problems—some which I ad- 
mit are very difficult of solution—are brought up in 
the consideration of cases of this kind. There is al- 
ways the question, and this brings us again to the 
evolutionary view of the infection, whether the germ, 
which was primarily a gonococcus, and has lost its 
pathogenic properties, but not its physical, may not, 
when inoculated upon suitable soil in the female, be- 
gin a new cycle of pathogenic evolution, and again 
become a typical, specifically pathogenic gonococ- 
cus. 

The problems involved in the study of latent 
gonorrheal infection must be solved, if they are ever 
solved at all, by the combined efforts of conscien- 
tious clinical and laboratory workers. At the pres- 
ent time the laboratory worker is given undue 
prominence, and is inclined to assume an attitude 
which is entirely too arbitrary, in the face of the ad- 
mitted clinical confusion in the study of gonorrhea. 

In closing, I shall relate a case bearing upon the 
question whether injustice is not often done patients 
whose secretions contain what are apparently typical 
gonococci. One of my own patients, who had con- 
tracted gonorrhea six years before consulting me, 
had been pronounced infectious by seven admittedly 
competent bacteriologists, their opinion being based 
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upon the presence of typical gonococci in the sem- 
inal secretion. There was chronic inflammation of 
the prostate and vesical neck, which, however, was 
not severe, and only mildly annoying. There had 
been no discharge from the urethra for several years. 
The patient was desirous of marrying, and consulted 
me with reference to the degree of danger to him- 
self and his prospective wife which he was likely 
to incur by so doing. Careful examination by my- 
self and several bacteriologists showed an abundance 
of what were apparently typical gonococci. Giving 
the time element due consideration, and recalling 
many similar clinical experiences, I was rather 
skeptical as to the pathogenic properties of the 
microdrganisms that were found. Culture and in- 
oculation tests on the eye of the guinea-pig and the 
peritoneum of the rabbit, gave a negative result. I 
will state in passing, that I am by no means claiming 
infallibility or even a great degree of reliability for 
this test. On the contrary, I am very skeptical in re- 
gard to it. I simply state the clinical fact. In per- 
forming the inoculation I was merely giving the pa- 
tient the benefit of such resources as science had to 
offer. 

The beer test and the urethral injection of nitrate 
of silver produced no inflammatory reaction or dis- 
charge. Encouraged by this fact, the patient went 
on a prolonged debauch, with all of its attendant 
“trimmings,” as he expressed it, sexual and other- 
wise ; still with an absolutely negative result. I ex- 
plained to him carefully the fact that I had no means 
of proving the truth of my position, but that I was 
as firmly convinced as I could be without absolute 
proof, that it was safe for him to marry, but at the 
same time told him that the responsibility must nec- 
essarily rest upon his own shoulders, and that I did 
not feel justified in advising matrimony in the face 
of all the authorities upon the subject. He married 
a short time afterward. He has never had any 
symptoms of gonorrhea other than the old prostatic 
irritation which troubles him from time to time. 
His wife is and has been perfectly well; she has had 
a child, and while, if I am correctly informed, no 
precautions were taken against ophthalmia, the in- 
fant has shown no infection. 

I have followed the history of this case now for 
about five years. I believe I have forestalled the 
weak point in this case, which is that along the very 
evolutionary lines which I have presented, the 
microorganisms alleged by competent observers to 
b= gonococci in this case might under favorable 
circumstances begin a new cycle of development 
and become pathogenic. I have already suggested 


the possibility of this myself, but I will state it as my 


opinion that there is a vast difference between the, 
inoculation of a germ which has potential pathogenic 
possibilities along evolutionary lines upon a perfectly 
clean and healthy female, and the inoculation of the 
same germ upon an uncleanly and unhealthy indi- 
vidual by whom all the laws of hygiene, sexual and 
other, are violated. 

It would be difficult for me to formulate arbitrary 
or dogmatic conclusions from the survey of my sub- 
ject that I have given. I feel safe, however, in say- 
ing that at the present time we have no tests that will 
enable us often to give a positive opinion of the in- 
fectiousness of a given case of suspected latent 
gonorrhea. As already suggested, the clinical his- 
tory is often more important than the laboratory 
study of the case, and a careful combination of both 
methods of study is always essential. 

In conclusion, I would state it as my belief that am 
arbitrary opinion is absolutely unjustifiable in a large 
proportion of cases. If my premises are correct, the 
physician should be as chary of assuming responsi- 
bility in advising a gonorrhoic in the matter of 
matrimony as he should be in advising syphilitics 
under similar circumstances. 
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Surgery and medicine may be so 
closely associated by common forms of expressiom 
as to be quite inseparable, therefore a surgeon ought 
to be in most instances quite as good an interpreter 
of symptoms as a demonstrator of surgical technic. 
The surgeon should be fully equipped with prac- 
tical knowledge, supplemented by a well grounded. 
understanding of anatomy, physiology, chemistry, 
pathology, etc., and a correct estimation of the phe- 
nomena relating to the fluids of the body in health 
and in disease. oor 

“The scant danger that now attends ‘explorative 
incision’ is not unlikely in some instances to encour- 
age a degree of mental contentment, inhibiting the 
reasoning powers, followed, after brief and uncon- 
vincing effort, by the expression, ‘Oh, well; an ex- 
plorative incision will settle it.’”—JosepH D. Bry- 
ANT in The N. Y. Medical Journal. 


Lehmann, after observation of three hundred and 
twenty-nine cases of anesthesia, says that in twenty- 
one of these cases the patient kept his eyes partially 
or completely open and reopened them on being 
closed, and in every one of these cases a serious 
complication intervened, and hence he concludes 
that this symptom should be regarded as a premoni- 
tory symptom of more or less serious complications.. 
—Ex. 
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NEW YORK CITY. 


Chronic nasal suppuration when not due to consti- 
tutional causes, such as syphilis or tuberculosis, is 
usually due to infection of long standing of the 
ethmoidal cells, the frontal or sphenoidal sinuses or 
the antrum of Highmore, either separately or collec- 
tively. Palliative treatment may be tried in these 
cases, but the results as a rule are very unsatisfac- 
tory and experience has proven that operative meas- 
ures provide the only cure. It must not be taken 
for granted that an operation is successful in every 
case, but the majority of those operated upon clears 
up, and the results are most gratifying to both pa- 
tient and surgeon. It was generally supposed that 
an operation on the accessory sinuses was most seri- 
ous, but the advancement in modern surgery has 
gradually simplified these operations so that to-day 
the patient may be promised a cure with but little 
danger to life, and unless the disease is long stand- 
ing and extensive, the resultant scar is of little im- 
portance compared with the danger and discomfort 
prior to the operation. 

I do not in this paper wish to urge the necessity 
of radical operation upon every case of chronic 
catarrh, having symptoms of headache or neuralgia, 
but in certain selected subjects the operation becomes 
a necessity. In the past seven years, during my 
service at the Manhattan Eye and Ear Hospital, and 
the New York Eye and Ear Infirmary, it has been 
my good fortune to have seen a number of patients 
suffering from chronic purulent rhinitis and to both 
witness and perform operations for their relief. 

The positive diagnosis of purulent affection of the 
frontal sinus can be made only by transillumination 
and catheterization. Having established the pres- 
ence of pus, opening the frontal sinus is a compara- 
tively easy matter. The mere operation in itself, no 
matter how well done, is not by any means a guar- 
antee of cure, however; the after-treatment is most 
important, for great care must be exercised not to 
re-infect the parts before complete healing has taken 
place. Good drainage, and douching by the operator 
are necessary, as well as constant watchfulness. It 
takes from ten days to three months before the parts 
are healed, depending largely upon the extent of de- 


struction and the recuperative powers of the indi- 
vidual. 

In the operations upon the sphenoidal sinus and 
the antrum, a permanent cure cannot be expected if 
the frontal sinuses or ethmoidal cells are affected, 
as drainage from the latter sources is sooner or later 
bound to find its way into the former. Therefore, no 
operation should be attempted unless these possible 
sources of infection have been ruled out. The oper- 
ations upon the sphenoidal sinus and the antrum are 
being performed by some operators under cocaine 
anesthesia, but I cannot recommend this procedure 
except in rare cases. 

The sphenoidal operation consists in removing the 
anterior wall of the sphenoidal sinus, curetting, 
cauterizing with carbolic acid and draining. The 
operation on the antrum of Highmore is no longer 
performed by extracting a tooth and drilling into the 
cavity through its socket, but by the removal of a 
portion of the anterior wall of the antrum and by a 
counter opening into the nose. The infected mucous 
membrane must be quickly removed with specially 
devised curettes, the cavity swabbed out with car-~ 
bolic acid, followed by alcohol, and tightly packed 
with gauze strips which can be removed through the 
nasal passage, the opening into the mouth closing by 
contact. Healing takes place in from two weeks ta 
three months. 

In these operations, the surgeon is cautioned 
against hemorrhage, the danger of injuring the 
supra- and infra-orbital nerves, the pulley of the 
internal oblique muscle, the eye itself and other 
neighboring structures, and of infecting the men- 
inges through the cribriform plate of the ethmoid. 

In conclusion, I submit the brief history of a case 
of long-standing suppuration of all the accessory 
sinuses operated on according to the method per- 
fected by Dr. T. Passmore Berens. 

Mrs. M de V., age 41, was referred to me by Dr, 
Kinney of New York, on December 9, 1904, because 
of a swelling at.the inner canthus of the left eye, 
a purulent discharge from the nose, loss of the sense 
of’ smell and a fulness or stuffiness in the nostrils, 
compelling mouth-breathing. The external swelling 
dated back several months, becoming evident after a 
fit of sneezing. Thinking there was some trouble 
with the eye, the patient went to an occulist who 
probed the tear duct, after which she was able to 
push the lump back, and it gave no trouble for sev~ 
eral months. In the fall the patient had a number of 
“colds in the head,” with each of which the lump re- 
appeared, and subsided with the disappearance of the 
“cold.” 


At the time of her first visit the patient, who was 
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extremely nervous, was troubled with an intense 
coryza, headache, pain on pressure above the eyes 
and the prominence of the swelling at the left inner 
canthus. Upon examination it was found that both 
nostrils were almost entirely occluded with polypi. 
Pushing these backward, and making slight pressure 
upon the external swelling, the contents seemed to 
be forced inward and pus was plainly discernible in 
the nose, but upon removing pressure, the sack 
again refilled. 

Under local anesthesia fifteen to twenty polypi, 


Fig. 1. Mrs. M. de V. Before operation. 


also the middle turbinate body from either nostril 
were removed. Further examination showed that 
a purulent discharge was coming from the region of 
the middle turbinate. Carefully wiping this away, it 
rapidly returned, apparently emanating from two 
centers, one above, the other beneath, the attachment 
of this bone. For several weeks, during which time 
the nose was carefully douched, the external swell- 
ing disappeared, but one morning it reappeared and 
resisted all effort at reduction (Fig. 1). On the 
second day the tumor ruptured and pus discharged 
on the face. A very fine probe, passed through the 
perforation, discovered rough bone. By making 
gentle pressure I was enabled to push the probe 


through a crevice a distance of 114 inches. I next 
passed a probe through the nose into the left frontal 
sinus and by exploring it, was able to bring the two 
probes in contact. Transillumination showed slight 
darkness over the frontal. sinuses and the left 
antrum. 

The patient consented to a radical operation, 
which was performed on April 11, 1905. The eye- 
brow was shaved and an incision made through the 
tumor its entire length, thence through the shaved 
part down to the left supraorbital arch. The peri- 


Fig. 2. Mrs. M. de V. Since operation. 


osteum was freed, the eyelid retracted onto the 
cheek, great care being taken not to injure the pulley 
of the internal oblique muscle. The opening in the 
orbital roof through which the pus exuded, was en- 
larged, and all the carious bone curetted away, (see 
Fig. 3). The supraorbital arch was not molested. 
In the superciliary ridge above it a triangular piece 
of bone, large enough to admit the index finger, was 
then removed with a chisel, (Fig. 3), thus leaving 
the supraorbital arch about %-inch in thickness. I 
found in this cavity a mass of polypi and decom- 
posed membrane which was removed by the free use 
of the curette, and the cavity was then temporarily 
packed with gauze. 
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A cheek retractor was next inserted into the angle 
of the mouth, raising the lips and exposing the 
canine fossa, through which an incision was made, 
parallel to the alveolar process, beginning at the sec- 
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Fig. 3. Darkened areas indicate, from above downwards, opening 
made into frontal sinus, opening made into the orbital roof, 
and opening made into antrum anteriorly. 


ond molar tooth, and extending anterior to the 
canine tooth. Mucous membrane and periosteum 
were elevated and a small opening, chiseled in the 
center of the fossa, revealed the presence of pus. 
The opening was at once enlarged, the entire an- 
terior wall or facial surface being removed, permit- 
ting a free digital exploration. (Fig. 3.) After 
thoroughly curetting this cavity, an opening was 
chiseled into the inferior meatus of the nose from 
beneath the attachment of the inferior turbinate to 
the nasal floor. (Fig. 4.) The bony portion of the 
inferior turbinate body was removed and the mucous 
membrane covering it was turned inward to form 
part of the new lining of the antrum. 

A chisel was next passed through the antrum into 
the nose and, by the guidance of the finger in the left 
nostril, the sphenoidal fossa was entered, and its 
entire anterior wall removed. The mucous lining, 
being found diseased, was curetted away. 

By the free use of rongeurs and a large bone 
curette passed through the openings in the orbital 
surface and the antrum and through the nares, the 
ethmoidal cells were gotten rid of. 


- placed at the opening. 


The temporary gauze packing was next removed 
and the cavities were swabbed out with carbolic acid 
and alcohol and repacked with iodoformized gauze. 
The ends of the gauze wicks from the frontal sinus 
were brought out through the anterior nares and 
the external wound was carefully sutured. The 
sphenoidal fossa was treated and drained in like 
‘manner, and the antrum was packed through the 
mouth, the end of the gauze extending out of the 
left anterior nares. The communication into the 
mouth was not sutured, plain sterile gauze being 
Time of operation, two 
hours. The patient was put to bed and spent a very 
comfortable night. 

At the end of thirty-six hours the packing from 
the frontal sinus was removed through the nose, 
and twenty-four hours later the packing was re- 
moved from the antrum in like manner. The fron- 
tal sinus, through its enlarged opening, was irrigated 
with a lukewarm one per cent. solution of carbolic 
acid, and the antrum, which now formed a part of 
the left nasal fossa, was likewise douched. The ex- 
ternal wound healed by first intention. The stitches 
were removed on the second day. On the third day 
there was no communication between the mouth and 
the antrum. The patient left the hospital on the 


Fig. 4. Darkened area indicates the opening made into the antrum 
of Highmore through the nasal wall. 


eighth day, feeling much improved, and from the 
tenth day to the present time there has been no re- 
occurrence of pus, coryza or headache. 

128 WEst 59TH STREET. 


The disagreeable odor of ichthyol, a drug too 
valuable to be neglected on this account, can be con- 
cealed by the addition of oil of citronella, 20 minims 
to the ounce of ointment.—Ex. 
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UMBILICAL CORD HERNIA.* 
By Dr. M. Monroe Moran, 


PINNER’S POINT, VA. 


Congenital umbilical hernia or hernia into the 
umbilical cord is of so rare occurrence and the cases 
thus far reported have been so generally after au- 
topsies had been made, that | feel somewhat justified 
in making it the subject of some remarks after pre- 
senting a brief history of the following successful 
case: 

On November 10, 1904, I was hurriedly called to 
attend a white woman who a few minutes before my 
arrival had given birth, after a rather precipitate 
but otherwise uneventful labor, to a large male in- 
fant with a hernia into the umbilical cord. In every 
other respect the child was normal. A negro mid- 
wife was present. She fortunately had recognized 
the unusual appearance of the cord at the navel, 
and it was to deal with this anomalous condition that 
I was sent for. 

Inspection revealed an elliptical, translucent tu- 
mor at the root of the cord about the size of a base- 
ball. I immediately ligated the cord beyond the dis- 
tended portion and after covering the hernia and 
stump with soft wet antiseptic gauze, ordered the 
infant to be washed carefully and kept quiet until 
1 could prepare for operation. The mother was then 
cared for and made comfortable in the usual man- 
ner. 

Two hours later, with the assistance of Dr. Ether- 
edge of Port Norfolk, who kindly gave chloroform 
and otherwise rendered very valuable aid, the baby 
was placed on the dining-room table where, under 
complete anesthesia, a radical operation for the cure 
of umbilical cord hernia was successfully performed. 
Only a few minutes were required to reduce the 
hernia and close the abdominal opening. The infant 
made a rapid recovery ; there has been no recurrence 
after eleven months, and with the exception of a 
large scar at the umbilicus the abdomen appears 
normal. 

There are three forms of umbilical hernia: con- 
venital, infantile, and adult. We are here concerned 
only with the congenital variety, hernia into the 
cord (hernia funiculi umbilicalis), which, according 
to Lindfors, is seen only once in 5,184 labors. To 
June, 1904, only one case had ever occurred at the 
Babies’ Hospital, New York. One is, therefore, not 
likely to see more than one or two cases in a life- 


* Read before the Medical Society of Virginia at - dened sixth 
annual session, held at Norfolk, Va., 


October 24-27, 190 


time, though I have had three successive twin labors. 

The etiological factor of this malformation has 
not been definitely determined. It is noted most fre- 
quently in female children. Probably the best ex- 
planation of the cause of the anomaly is an arrest 
of development in utero with imperfect closure of 
the abdominal wall at this point. This may be 
brought about by too great a curvature in the posi- 
tion of the embryo. Other theories have been ad- 
vanced, as: traction on the cord (Muller) ; peri- 
toneal adhesions (Simpson) ; prolonged retention of 
the intestine in the umbilical cord (Ahlfeld). 
Rischler, in a study of three cases of congenital 
umbilical hernia, states that there were abnormal ad- 
hesions between the amnion and chorion at a very 
early period of embryonic life, and Marchand thinks 
that somehow in this way there is great traction 
exerted by the amnion upon the chorion and that 
this causes interference with development of the 
abdominal wall resulting in a hernia into the um- 
bilical cord. Hallot, in the report of his case, said 
the hernia was due to the abnormal persistence of 
the vitelline duct, which held the loop of intestine to 
which it was attached, outside of the abdominal wall. 
As the prolapsed intestine continues to grow, the 
umbilical ring remains open and the hernia conse- 
quently enlarges. The period when this malforma- 
tion occurs is said to be about the tenth week of 
fetal life. 

Umbilical cord hernia may be of large size and 
contain other viscera besides intestines, for instance 
complete eventration (ectopia viscerum) has been 
known, the hernial sac containing most of the ab- 
dominal organs (stomach, liver, spleen, etc.), and 
even the heart and one lung have been found 
therein. My case had only coils of intestine, al- 
though one portion resembled liver tissue, but of 
this I am by no means certain. Gould and Pyle 
in their remarkable compilation, “Anomalies and 
Curiosities of Medicine,” records cases of monsters 
born not only in this condition, but with the entire 
cranial vault absent, exposing the brain. And still 
more rarely there may be anencephaly. All such 
cases invariably and fortunately die. Not infre- 
quently, however, less dangerous deformities ac- 
company the hernia, as club-foot, hare-lip, curvature 
of the spine, hypospadius, etc., and if the hernia can 
be cured these malformations can, perhaps, be 
successfully treated afterward. Most often the 
hernia is small, appearing simply as a protrusion at 
the root of the umbilical cord, yet one will always 
find some part of some organ therein and physicians 
and midwives have been known to include a di- 
verticulum of gut in their ligature, hence the impor- 
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tance of exercising care in ligating every umbilical 
cord at birth, especially if it be swollen next to the 
body of the infant, otherwise a troublesome fecal 
fistula may result. 

There are no coverings in congenital umbilical 
hernia save the peritoneum and amnion of the cord, 
thus the hernial contents with a membrane so thin 
surrounding them, and without covering of muscle 
or skin, are well exposed to view. 

The diagnosis is therefore not difficult excepting 
in small hernias, when one might overlook the con- 
dition. The physician first notices the anomaly 
when the cord is ready to be tied. He sees at the 
root of the cord a translucent tumor varying in size 
from a nut to a child’s head, containing loops of in- 
testine or other abdominal viscera. The umbilical 
cord at this point is much distended and resumes 
its normal size only after leaving the distal portion 
of the hernia, from which it appears to start. The 
bloodvessels of the cord run along one side of the 
amniotic sac. With each crying effort of the infant 
the mass increases its size and tension, and some- 
times before necessary preparation can be made for 
operation thereon, the amniotic covering ruptures 
and what was an inconsiderable or small hernia is 


immediately converted into one of apparently large 


size. This may take place during the passage of the 
child through the birth canal, and while such acci- 
dent does not always increase the difficulty in deal- 
ing with the hernia, it does render the little patient 
more liable to peritoneal infection by reason of one’s 
unpreparedness. However, as the description will 
presently show, to obtain the best results by opera- 
tion the amniotic sac must be opened before re- 
alucing the hernia and closing the umbilical aperture. 

The prognosis of umbilical cord hernia, owing to 
varying circumstances and conditions, is, on the 
whole, grave. Infants with very large hernias, con- 
taining more than intestine, rarely live. Other mal- 
formations, as meningocele, absence of the cranial 
vault, anencephaly, etc., are, when existing with the 
hernia, invariably fatal. If the peritoneum becomes 
invaded, gangrene or sepsis may develop and end 
life. The radical operation affords practically the 
only hope of saving this class of patients. Even 
thus the mortality is large. 

Treatment of the congenital form of umbilical 
hernia is dependent upon the size and reducibility 
of the tumor. During and after delivery, avoid 
traction on the cord. Handle the infant and its 
hernia with the greatest care, covering the hernia 
and cord stump with soft, wet, antiseptic gauze until 
ready to reduce it. Do not practice unnecessary 
taxis. If the hernia is small and can be reduced with 


little effort an antiseptic compress fastened with 
adhesive plaster is sufficient to retain it. Large 
hernias, whether reducible or irreducible, are more 
successfully treated by the radical operation and this 
should be done as soon after birth as possible. In- 
tervention is necessary and every hour of delay 
lessens the chance of success. An anesthetic is abso- 
lutely required, chloroform being the choice, to pre- 
vent movements of the abdominal muscles on the 
part of the child. Prepare as for a laparotomy. 
Wash off the hernial tumor with a warm, weak 
sublimate solution, (1-10,000 or 15,000), followed 
by warm sterile water. Rupture the amnion and re- 
duce the hernia en masse. If the ring be too tight, 
enlarge it, and, while the fingers of the left hand or 
those of an assistant hold the hernia reduced, intro- 
duce silk or silkworm-gut, much in the manner of 
mattress-sutures, through and through the retracted 
skin edges thus uniting them vertically in the middle 
line. The parts within the amniotic sac correspond- 
ing with the skin edges should be freshened a little 
to secure better adhesion. 

By this method the peritoneum is not opened and 
the umbilical vessels passing through the opening in 
the abdominal wall are not disturbed. The cord 
separates in the usual manner. 

Dress the wound dry and apply strips of adhesive 
plaster transversely in a way to prevent tension of 
the parts during the healing process. Give enough 
opiate (paregoric, gtt. i-ii), to quiet and prevent 
pain, and if the bowels do not move in twenty-four 
hours administer a few drops of castor oil at proper 
intervals until effectual. Healing is by first inten- 
tion and the stitches can be removed in two weeks. 
The result is good and after the infant has worn a 
padded binder for a few months it can be dismissed 
without fear of a recurrence of the hernia. Through- 
out the entire treatment the child should not be 
lifted into an upright position and everything pos- 
sible must be done to amuse it, and keep it from cry- 
ing. If it is small, premature, or delicate, provide 
an incubator that its temperature may be maintained. 
By strict adherence to detail many of these cases, 
otherwise lost, might be saved. 
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BARTHOLINITIS; ITS RADICAL CURE BY 
A SIMPLE MEASURE. 


By A. Ernest GALLANT, M.D., 


NEW YORK. 


Of the many manifestations of gonorrhea in wo- 
men, the most persistent, intractable and annoying 
is the distention of the ducts of Bartholin and of 
Skene. 

Bumm, of Basel, in a recent review of Gonorrhea 
in Women (Veit’s Handbuch der Gynakologie, 
Band I., Clark, Am. Jour. Med. Sc., 1900, CXIX, 
73), states that when the Bartholin’s gland becomes 
the seat of gonorrhea, the main efferent duct is usu- 
ally the only point of infection, it becomes occluded, 
and through gradual obstruction is converted into a 
purulent retention cyst (pseudo-abscess) rather than 
into a true abscess. 

The purulent accumulations, however, frequently 
become chronic abscesses, according to Bumm, at- 
tributable to the fact that a pyogenic infection is 
superimposed upon the gonorrheal process. The 
pathological process under these circumstances 
is similar to that induced in the breasts by the pyo- 
genic organisms, which travel along the connective 
tissue stroma of the acini, and may lead to partial or 
total destruction of the entire gland. 

Clark notes (loc. cit.) that “In some instances the 
evacuation of the abscess is promptly followed by 
complete healing and a restoration of Bartholin’s 
gland to the normal. Such cases are manifestly 
purulent retention cysts or pseudo-abscesses. In 
other cases the evacuation of the first abscess is fol- 
lowed by others in succession, which run on indefi- 
nitely until a veritable crop is formed, and only after 
complete extirpation of the gland is the healing com- 
plete.” 

A review of one thousand histories of patients in 
my service at the Roosevelt Hospital, Out-Patient 
Department, elicits the fact that fifteen cases of 
Bartholinitis applied for treatment. Of eight hun- 
dred patients at the Northern Dispensary, nine were 
suffering from the same condition. 

Having been discouraged by the results following 
incising and fruitless attempts at packing these en- 
larged ducts, and by the number of recurrences in 
the hands of others as well as in the writer's cases, 
it occurred to the author in 1897 that the plan here 
described would prove simple in execution, and 
would result in a permanent cure, inasmuch as it 
would do away with the gland (as such) in toto. 

Frem a practical standpoint these enlarged glands 
present in two forms, viz.: 


(A). Those in which occlusion of the duct results 
in marked distention of the gland, tense, painful, 
interfering seriously with locomotion and causing 
such discomfort as to demand immediate relief, 
which has been afforded in the following way : 

Excision of an Ellipse-—1. Expose the inner sur- 
face of the labium minus and inject into the mu- 
cous membrane over the most prominent portion, 
five to ten minims of 4 per cent. cocaine solution, or 
place a pledget of cotton saturated with Io per cent. 
cocaine solution between the labia, until anesthesia 
is complete. 

2. With a pair of plain thumb-forceps, grasp and 
make traction on the most prominent portion of the 
gland (taking care not to rupture it), on the inner 
surface, and with scissors curved on the flat, cut 
out an ellipse of tissue including mucous membrane 
and gland wall, to the extent of one-third of the sac. 
When the gland is markedly distended, the sac wall 
thinned, the first cut will usually bring away enough 
of the sac, but in some instances the sac contracts 
so closely that it is necessary to cut away, in circular 
fashion, more of the wall. 

Occasionally, where the gland has not been mark- 
edly distended, bleeding may necessitate the appli- 
cation of catgut ligatures at one or two points, but 
in my own hands this has not been necessary. 

Immediately following the first cut of the scis- 
sors, the contents gush out, and the sac contracts, 
the swelling diminishes to one-third, leaving an ir- 
regular circular opening, the base of which is formed 
by the remnant of the sac wall. This presents an 
important point so frequently overlooked when in- 
cising for evacuation of abscessses, viz., that with 
linear incisions the cut edges fall together in close 
apposition and readily unite, sealing the cavity; 
whereas elliptical or circular incisions cannot assume 
a position favorable to such coaptation, and there- 
fore remain open, and drain the cavity and heal- 
ing must take place from the bottom. When a 
true abscess is present the remaining sac wall will 
be cast off by granulation; but where the condition 
is that of a retention cyst, the edges of the sac wall 
and mucous membrane will unite to fill in the gap 
made by the excised mucous membrane. 

3. Dressing.—The only dressing used has been 
to place a pad of sterile absorbent gauze, upon which 
has been poured a small quantity of Van Arsdale’s 
balsam-oil mixture (Bals. Peru, 5 per cent., Ol. 
Ricini, 95 per cent.), between the labia, to be 
changed and replaced by the patient each time she 
urinates. No packing or sutures are required, and 
the patient can at once walk with freedom from suf- 
fering, and with little interference with the ordinary 
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gait. The healing is complete within from seven 
to ten days. 

(B). The other class of cases referred to is those 
in which infection of the gland takes place, disten- 
tion occurs to such an extent as to overcome the ad- 
hesions in the outlet, the duct is forced open, and the 
contents escape through the natural channel. The 
duct may remain patent and the patient is then an- 
noyed by a constant purulent discharge, in some 
causing irritation, in others severe pruritus and dys- 
pareunia. 

Unless these chronic forms can be treated during 
the stage when obstruction of the duct has resulted 
in distending the gland, the only means for radical 
cure is: 

Excision of the Gland.—Whether we are dealing 
with a chronic infection of Bartholin’s gland or of 
Skene’s duct, the removal does not require any spe- 
cial surgical acumen. Excision of Skene’s duct usu- 
ally involves the floor of the urethra, and care must 
be taken to restore the latter in such a way as will 
not lead to cicatricial contraction of the meatus ex- 
ternus. Through an incision in the vestibule below 
the urethra, the thickened duct can be dissected out 
and the wound closed by catgut, and primary union 
expected. A linear incision below the gland of 
Bartholin, blunt dissection, and closure of the cavity, 
will give an ideal result. 


A Quaint DocuMENT. 


The Edinburgh College of Surgeons’ charter or 
seal of cause, was granted by the town council of 
Edinburgh, July 1, 1505, and confirmed a year later 
by King James IV. It is a quaint document con- 
taining a curious mixture of religion, astrology and 
business shrewdness and its effect was to organize 
the “barbour surgeons” resident within the bor- 
ough into a corporate body, one of whose objects 
was to put down quackery and to endeavor to place 
the surgical art on a better footing than it was at a 
time when Scotland was torn by internal and ex- 
ternal strife—Woman’s Medical Journal. 


In post-partum hemorrhage turpentine is a prompt 
and efficient remedy. A piece of lint saturated with 
turpentine should be carried directly into the uterus, 
so as to bring it in contact with the inner surface. 
In one or two cases where the patient was almost 
pulseless it seemed to act as a stimulant, but on no 
occasion did it fail to instantly check hemorrhage 
and produce contraction.—Pacific Medical Journal. 


Clinical Reports. 


CARCINOMA .OF THE MALE BREAST. 
REPORT OF A CASE.* 


By WILMER KrusENn, M. D., 


PHILADELPHIA. 


The surgery of the male breast has never attracted 
the attention, nor been made the subject of as thor- 
ough study, as the surgery of the corresponding or- 
gan in the female. The male breast is a rudamen- 
tary, conical-shaped gland, encapsulated in a special 
fascia of its own, which separates it from other 
structures. It is much smaller than that of the fe- 
male in that it possesses diminutive acini and smaller 
ducts leading into straight ducts of very small cali- 
ber which terminate in the nipples. In amputation 
of the organ, difficulty may be experienced in get- 
ting sufficient skin to cover the wound, as that tissue 
is often so closely attached to the thoracic wall that 
flap-sliding or the approximation of the edges of 
the wound is impossible. 

There are no functional disturbances of the male 
breast worthy of consideration. Inflammation may 
occur as the result of traumatism, and occasionally 
the male breasts become swollen and tender at pu- 
berty. Gynecomastia, or hypertrophy of the male 
breast, is rare. It may be associated with milk secre- 
tion and atrophy of the testicles. Hutchinson de- 
scribes several cases of gynecomastia in which the 
external genital organs decreased in proportion to 
the size of the breast and the manners became 
effeminate. Robert mentions an old man who 
suckled a child, and Meyer discusses the case of a 
castrated man who was said to suckle children. It 
is said that a bishop of Cork who gave a half crown 
to an old Frenchman of seventy, was rewarded by 
an exhibition of his breasts, which were larger than 
the bishop had ever seen in a woman. (Gould & 
Pyle.) 

Dennis says that gynecomastia is very common in’ 
Pomerania and that milk is occasionally secreted. 
Instances of these anomalies might be multiplied ; 
and Dunglison reports one interesting case of a 
blacksmith in this city, aged 22 years, whose left 
breast gradually enlarged until it attained the size 
of a woman’s breast during lactation, and was found 
full of milk. Abscess of the male breast may occur 
as the result of traumatism. Péan has recorded a 
case of submammary abscess following repeated 


* Read before the Northwest Medical Society, Philadelphia, Sep- 
tember 4, 1905. 
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contusion from the use of a rapier. In young boys 
the breast may inflame and suppurate at the time of 
puberty. 

Robinson has collected several cases of tubercu- 
losis of the male breast, none occurring before pub- 
erty, however. Simple cysts are not so rare and 
may take their origin in a lacteal duct, or result from 
gouty mastitis. Sebaceous cysts and papillomata 
occasionally are found. Adenomata are very rare. 
Williams states that in 280 cases of adenoma of the 
breast, only one was in a male, and the same writer 
collected sixty-eight cases of sarcoma of the breast 
in which two were in males. Miilller and Arnott 
have each reported a case of sarcoma of the male 
breast in which operations were performed. 

Carcinoma of the breast occurs, according to Wil- 
liams, in about the proportion of one in the male to 
every 100 in the female. I quote from Hammond: 
“Warfield has made a careful and exhaustive study 
of the subject and its literature. He found that up 
to 1890 Schuchardt had collected from every source, 
and tabulated, 172 cases of carcinoma of the male 
breast. Since 1890 Warfield has found but thirty- 
two cases in literature, to which he adds five, re- 
ported for the first time. 

“The majority of the cases occurred between the 
ages of forty and seventy; the longest period the 
tumor was noted was thirty-five years and the short- 
est was two weeks. The left breast, according to 
some statistics, is more often the seat of the tumor, 
while others give the right breast. Pain is not a 
prominent symptom. Ulceration cccurred in thir- 
teen of the thirty-seven cases collected by Warfield, 
and in seventy of 219 of Schuchardt’s cases. Re- 
traction of the nipple was noted in twelve instances. 
Discharge from the nipple occurred in a very small 
proportion. The axillary glands were enlarged and 
palpable in twenty-nine of the thirty-seven cases. 

“Of the series of thirty-seven cases, thirty-four 
patients were operated upon, two refused operation, 
and in one the disease was too extensive. One pa- 
tient failed to recover from the immediate effects of 
the operation, dying a few days after the removal 
of the tumor, from ‘hypostatic congestion of the 
lungs.’ In only one instance was a family history 
of carcinoma obtainable. In many of the cases 
trauma was noted. Recurrence has taken place in 
the incision, also in the viscera.” 

In May, 1902, Dr. F. C. Hammond reported two 
cases of adenocarcinoma of the male breast; one 
occurring in a German, aged seventy-five years, in- 
volving the left breast; the second, a patient oper- 
ated upon by Dr. J. M. Fisher, a man fifty years 
of age with scirrhus of the right mamma. 


The case herewith reported was a patient of Dr. 
Geo. Goebel of Philadelphia. He is a letter car- 
rier, forty-four years of age, with no family history 
bearing upon the present condition. Previous his- 
tory negative. About one year before examination 
he had first noticed a little swelling below the right 
nipple in a position rubbed by the leather strap of 
the mail bag carried over his shoulder. The growth 
gradually increased until at the time of examination 
it was about the size of a hen’s egg. It was painless, 
indurated and movable over the subjacent fascia; 
the skin was broken over the growth and a scab 
had formed at the irritated spot. Enlarged axillary 
glands could be distinctly outlined. The general 
health was apparently unimpaired. 

The patient was admitted to the Samaritan Hos- 
pital on August 2, 1905, and an operation per- 
formed on August 3d. The ordinary elliptical in- 
cision was employed, cutting wide of the indurated 
tissue. The glands from the axillary space were 
easily removed ; but the chain of lymphatics passing 
beneath the pectoral muscle and underneath the 
clavicle were removed with difficulty, the muscle 
being saved because of a desire to preserve the fu- 
ture use of the arm as much as possible. The dis- 
section was so extensive that it was impossible to 
approximate the skin throughout the entire length 
of the incision, so it was closed as far as possible 
with silkworm-gut sutures, and the rest left to heal 
by granulation. The diagnosis of carcinoma was 
confirmed by microscopic examination of the 
growth. 

The patient left the hospital August 15th, with a 
granulating wound not quite healed. There is noth- 
ing special in the management of these cases. The 
same general surgical rules are to be observed as 
guide the surgeon in neoplasms of the female breast ; 
and the rarity of these tumors in the male is the 
only excuse for reporting this individual case. 


It is said that the contents of a siphon of artificial 
seltzer water, sprayed continuously upon the skin, 
will produce sufficient anesthesia so that an abscess 
or boil may be opened without pain.—Ex. 


“So impressed am I by the fact that we physi- 
cians lose lives by temporizing with certain cases 
of appendicitis, that I prefer, in hospital practice, 
to have the suspected cases admitted directly to 
the surgical side. The general practitioner does 
well to remember, whether his leanings be towards 
the conservative or the radical method of treatment, 
that the surgeon is often called too late; never too 
early.” —Osler. 


il 


December, 1905. 


CERVICAL RIB; REPORT OF A CASE. 
By Louis HauswirtH, M.D., 


NEW YORK. 


The following case of cervical rib adds another 
to an increasing number reported, and is particu- 
larly interesting on account of unique conditions, 
anatomical and clinical. 

F. S., seamstress, 17 years old, applied for treat- 


ment at the Mt. Sinai Hospital Dispensary 
late in August, 1905. Her family history was 
negative. Previous history excellent, barring mild 
attacks of the infectious diseases during childhood. 
The present difficulty began ten days before, without 
any apparent cause. About that time she noticed 


that pressure of any kind above the left clavicle gave 
rise to pain radiating into the left shoulder. Ina 
day or two, pressure caused the pain to extend to 
the arm and forearm as well. At first moderate and 
occasional, the pain became severe and continuous, 
preventing the patient from continuing her occupa- 
tion. For five days preceding examination, bending 
the arm or shoulder or turning the neck caused ex- 
cruciating pain. 

Examination of the patient showed a well-nour- 


ished girl with organs in normal condition. The left 
upper extremity was normal in appearance, but felt 
colder to the touch than the right arm. Pressure 
along the nerves caused pain, radiating to the neck 
and fingers. Movements of the shoulder joint were 
painful. There was hyperesthesia with loss of power. 
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In the neck, about one and a half inches above the 
middle of the clavicle, a hard, smooth, very tender, 
elongated swelling was palpable. It was fixed and 
non-pulsating ; pressure upon it caused pain similar 
to that from which the patient suffered, viz.: pain 
radiating into the shoulder and arm. Manipulation 
and examination caused so much distress that they 
were abandoned. 

A diagnosis of cervical rib was made. It was con- 
firmed by means of a skiagraph, here reproduced. 

Four days later the condition had changed greatly. 
The entire extremity was held rigid, the fingers 
were slightly bent at the joints, and stiff, the least 
movement at any of the joints causing great pain. 
The hand and forearm were swollen, blue and cold. 
Sensation was diminished and even passive move- 
ments caused protests. 

The patient was referred to Dr. Albert A. Berg 
for operation at the Mount Sinai Hospital. I am 
indebted to him for the following report: 

“Patient admitted to Dr. Gerster’s service (first 
surgical division). Operation .under ether anes- 
thesia. A four-inch longitudinal incision was 
made along the anterior border of the trap- 
ezius muscle. The veins of the suprascapu- 
lar and transverse cervical systems were con- 
siderably enlarged and required double deligation. 
On dividing the deep layer of the cervical fascia, in 
the interval between the sterno-cleido-mastoid and 
trapezius muscles, the hard swelling appeared. It 
was found to be a cervical rib about one and one- 
quarter inches long and one-quarter-inch wide, 
slightly curved. Its distal end was attached by a fan- 
shaped dense fibrous band to the first rib. The an- 
omalous rib projected into, but did not seem to com- 
press the brachial plexus. The subclavican artery and 
vein were at some distance, not at all compressed. 

“After dividing the fibrous portion, the bony part, 
with its periosteal covering, was dissected from the 
surrounding tissue and disarticulated from the 
transverse process of the sixth cervical vertebra, 
where, as the skiagraph had shown, there was a 
distinct joint. From the tip and sides of the rib 
slips of the levator anguli scapulz and scaleni mus- 
cles arose. 

“The wound in the soft parts was closed, provis- 
ion was made for drainage, and an aseptic dressing 
was applied. Convalescence was uneventful. The 
pains disappeared completely within twenty-four 
hours, and the swelling and blueness left just as 
p-omptly. Active and passive motion were possible 
after the second day without causing any pain. The 
wound healed per primam and the patient was dis- 
charged, cured, in a fortnight.” 


Just why symptoms of a congenital condition ap- 
pear at a certain time, usually after the age of 
twenty, but somewhat earlier in this case, is a mys- 
tery. Microscopical examination of sections of the 
rib removed by Dr. Berg, showed old bone, so that a 
recent osseous development does not account for it. 

The peculiar and interesting features of this case 
are: (1) The symptoms were not due to pressure 
on the artery (subclavian) . (2) The presence of 
edema and cyanosis developing in a very short 
period (three days). (3) The origin of the rib from 
the sixth cervical vertebra, extremely unusual. 
(4) The presence of numerous dilated veins directly 
over the rib. (5) The dense fan-shaped fibrous 
band passing from the tip of the rib to the first rib 
and compressing the plexus. The last two features 
probably account for the unusual symptoms pre- 
sented by this case. 


StarcH BANDAGES. 


“T have the bandages made of the same starched 
material which is used in lining ladies’ hats. It 
comes in bolts of 25 yards already starched and 
dry. It is easily torn into strips and these rolled so 
as to readily absorb water when immersed. In wet- 
ting them it is best to use hot water, in which the 
bandage is placed for a few seconds and then 
squeezed moderately dry in the same manner as the 
plaster bandage, the soaking and squeezing both 
being done in such a way as to prevent as far as 
possible the loss of the starch. The bandage is 
applied in a manner similar to the application of 
the plaster bandage, except that no haste is required 
since it dries but slowly, taking several hours to 
become thoroughly set and firm. 

“In my work I rarely use plaster for injuries 
above the waist, preferring the starch bandage on 
account of its lightness, elasticity and ease of ap- 
plication and removal. In fractures of the clavicle, 
for instance, the ordinary muslin bandage is not 
sufficient, as it so easily becomes displaced. Plaster 
is so heavy as to make it unbearable. Starch 
bandages applied over the regular bandages make 
a light, firm, secure, slightly elastic and much more 
bearable dressing. It can be easily cut with knife 
or scissors and readily repaired by applying fresh 
bandages over the old ones. 

“In fractures of the forearm it is most useful, 
being used in conjunction with anterior and posterior 
splints. It is light, comfortable and secure. As the 
parts shrink, a strip can readily be cut from the 
dressing and a fresh bandage applied over the old 
one, bringing it snugly together.”—-SouTHGATE 
Lertcn, in Charlotte Medical Journal. 
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A CASE OF MASTOIDITIS, EPIDURAL AB- 
SCESS AND OBLITERATING SIGMOID 
SINUS PHLEBITIS.* 


By Lee MamwMEnT Hupp, M.D., 
NEW YORK. 


Alfred T., at. 27 years, married, metal worker 
by occupation. Admitted to Dr. Clemens’ service at 
the Manhattan Eye, Ear and Throat Hospital, Aug- 
ust 8, 1905, with the diagnosis of mastoiditis with 
sigmoid sinus complications of four months’ dura- 
tion. 

History: Health good up to four months ago. 
At that time, patient began to have pain in his right 
ear which continued with considerable severity for 
three days. He then had his drum membrane in- 
cised, which was followed by a profuse discharge of 
pus and by relief of the pain. About every four to 
seven days thereafter the discharge became scanty, 
and this was followed by intense pain in the right 
side of the head, with nausea, constipation, vertigo, 
chills, fever, and sweats. For the six weeks previous 
to operation, pain in the mastoid process and tem- 
ple with shooting pains running over the parietal 
region. 

Condition on Admission: Aural discharge slight, 
drum membrane and postero-superior wall markedly 
bulging. Perforation of the drum membrane in the 
lower posterior quadrant. Some tenderness over the 
antrum, none over the mastoid tip. Temperature 
and pulse normal, but patient has a septic appear- 
ance. 

Operation: Usual curved incision augmented by 
a posterior incision at right angles, also a short cut 
toward the parietal region from the curved incision. 
The mastoid cortex appeared normal, but was un- 
usually thick and hard. The whole cellular struc- 
ture was necrotic, containing pus, granulations and 
broken-down bone. The antrum was located above 
the aural canal and quite small. The necrosis and 
granulations extended upward and backward above 
the lateral sinus, in which locality an epidural ab- 
scess was found, about 1% inches in diameter, 
and containing a small amount of pus. The dura 
was covered with exuberant granulations of a 
purplish color. These granulations did not extend 
upon the sinus wall. The sinus did not pulsate and 
the walls felt thick and cord-like. On incision, the 
wall was found to be about four times the normal 
thickness and the cut surface had a white glistening 
appearance like fibrous tissue. The endothelial lin- 
ing looked normal, with no evidence of a thrombus. 


i Presented before the Section on Otology of the N. Y. Academy 
of Medicine. 


The thickness of the sinus wall so diminished the 
caliber of that vessel as to prevent the flow of blood. 
The interior of the sinus was practically dry, except 
for a slight flow from the superior petrosal sinus, 
and a show of blood would follow a probe passed 
into the sinus in both directions. From the knee, the 
sinus was opened for about one inch in either direc- 
tion, at which point the flow of blood was established 
with no evidence of a clot. The hemorrhage was 
checked with iodoformized plugs and the wound 
packed. 

Twenty-four hours after operation, temperature 
reached 100° F. and patient complained of consid- 
erable headache and nausea. The administration of 
calomel cleared up these symptoms. The subsequent 
history was entirely uneventful. The patient was out 
of bed on the second day and the wound is now com- 
pletely healed. The interesting point in the case is 
nature’s method of preventing general infection 
through the circulation by occluding the sigmoid 
sinus. If the case had not been complicated by the 
epidural abscess it probably would not have come 
under our observation, and ultimately it would have 
become that of a chronic discharging ear, with the 
sinus degenerated into a fibrous cord. 


A Neat Scacp DRESSING. 


Taking a piece of cloth as nearly as possible the 
same color as the hair, about two and one-half or 
three inches in length and approximately two and 
one-half inches wide, slightly round the corners and 
cut a slit in either end three-quarters of an inch 
deep, overlap the ends of the border of this slit and 
stitch one upon the other, leaving two threads of 
about 8 to 12 inches in length. Both ends so con- 
structed will form a slightly hollow pad, within the 
borders of which a pledget of cotton will be securely 
retained. Place a like pair of thread tails on either 
side of this pad cloth, and having applied a little 
vaseline to the wound to prevent adhesion, the cup- 
shaped pad is placed over the wound, when one 
thread of each tail is gathered up and placed on top 
of the head, the others hanging down on the front, 
back and sides of the head. A thread of sufficient 
length is now placed with its center on the forehead 
just above the eyebrows, carried back over the ears 
and under the back hair and snugly tied or otherwise 
secured below the occipital protuberance. 

The hanging tails, now taken and each tied to its 
fellow, will securely anchor the dressing; the pa- 
tients smilingly don their head covering and go 
about their business—J. T. Woops in American 
Medical Compend. 
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BRANCH HOSPITALS. 


In an analytical paper on “The Cost of Modern 
Hospitals,” by Dr. S. S. Goldwater, Superintendent 
of Mt. Sinai Hospital, New York, read at the sev- 
enth annual meeting of the Association of Hospital 
Superintendents in Boston, September 27, 1905, and 
published in the Medical Record, October 14, 1905 
and The National Hospital Record, November, 
1905, he concluded with the following plea for the 
establishment of a Branch Hospital for Convales- 
cents as an integral part of every general hospital 
for acute diseases: 


“After this brief inquiry into the causes of in- 
creased cost of construction of modern hospitals, 
what shall be our answer to the question how far 
this increased cost is justified? 

“Aside from economic causes which are beyond 
our reach, the high prevailing cost of construction 
is apparently due to new methods of disease-classi- 
fication and treatment, to more intense nursing, to 
the discovery of scientific methods of diagnosis, to 
an application of the principles of hygiene to wards, 
work-rooms and living rooms, to the desire to re- 
lease from the wards during part of the day con- 
valescents to whom the atmosphere of the sick room 
is detrimental, and finally, to the evolution of the 
fireproof, and to a certain degree germ-proof, build- 
ing. If we apply to all of these improvements the 
rigid test of results, we shall find that the test is 
fairly met; but while we may grant that to build a 
general hospital embodying all of the features enu- 
merated is to tread the path of wisdom, we may 
nevertheless question thie propriety of investing all 
of our capital in the construction of such a plant. 


“In my opinion, no general hospital is complete, 
no acute hospital service is all that it should be, un- 
less it is associated with an establishment for the 
more economical treatment and more rapid cure of 
convalescnts. The idea of the branch hospital is not 
new, but the economic principle which underlies it, 
so far as I am aware, has never been stated with 
sufficient emphasis by hospital writers. The failure 
of hospital managers to grasp this underlying prin- 
ciple of the division of capital and labor is almost 
incomprehensible. In industrial and commercial 
enterprises, the principle is applied as a matter of 
course. Manufacturers who rent at fabulous prices 
showrooms on Broadway or Regent street, would 
not dream of occupying such expensive premises for 
the work of their factories, because they know that 
factories can be built and operated to better advan- 
tage in the suburbs; but in the management of hos- 
pitals a similar distinction has not been made. 

“Tt may be said that convalescent wards and 
homes already exist ; but the field is not covered by 
such convalescent homes as have been already estab- 
lished, and it never can be covered by convalescent 
homes which systematically refuse to receive all 
patients suffering from open wounds, or in fact, 
any patient requiring even a slight degree of medical 
care. -The branch hospital here advocated must 
have a medical and surgical staff (though a small 
one) and it must be prepared to receive, and if 
necessary to continue the treatment of patients 
whose convalescence can be hastened by a change 
of air and scene, but whose treatment no longer de- 
mands the expensive and complex resources and 
conveniences of a great modern hospital. 

“Burdett reports that the London hospitals have 
recently acquired the right to send to the Swanley 
Hospital Convalescent Home a certain number of 
patients suffering from open wounds but no longer 
requiring the care of a highly skilled surgeon nor 
the facilities of elaborate operating rooms. It is 
customary, Burdett writes, to remove these patients 
to the country as soon as the surgeon finds that the 
cases have reached a stage at which this course can 
be safely followed. The average residence in Lon- 
don hospitals of the class of cases which it is now 
customary to transfer, was formerly thirty-five days. 
Country surroundings have reduced the average 
length of treatment to nineteen days. From this 
point of view alone the gain is considerable, but the 
economic meaning of the branch hospital is more 
far-reaching and more striking than these figures 
indicate. 

“Comparison of Costs with and Without Branch 
Hospitals—Suppose a committee to have $1,000,- 
ooo to invest in a general hospital. If the most 
approved methods of hospital construction are fol- 
lowed, this sum will build, let us say, 2,500,000 cubic 
feet at the rate of 40 cents per foot. Let us assume 
that 10,000 cubic feet is the average space per pa- 
tient required for all purposes (not an extrava- 
gant estimate if due allowance be made for nurses’ 
home, private pavilion, dispensary, laboratories, and 
housekeeping and administrative departments) ; on 
a basis of 10,000 cubic feet per patient, the capital 
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sum of $1,000,000 will build a hospital of 250 beds 
at an expense of $4,000 per bed. Let us suppose 
that such a hospital has been built and that all of its 
beds are occupied. At any given time there will be 
found within its walls, say fifty patients no longer 
acutely ill—patients who, with advantage to them- 
selves, might be moved to a country home of simple 
construction and inexpensive organization. In or- 
der to provide in a rational way for this group of 
patients (a group always to be found in large gen- 
eral hospitals), funds for hospital construction 
should be divided at the outset into two parts; one 
part, the greater, should be devoted to the erection 
of the main hospital in the city, the other part, the 
lesser, to the construction of the branch hospital in 
a neighboring suburb. 

“Now, what will be the gain resulting from this 
splitting of our capital? If, out of $1,000,000 we 
spend $800,000 in the construction of a hospital of 
200 beds at $4,000 per bed, and the remaining sum, 
$200,000 in the construction of a country branch of 
100 beds at an outlay of $2,000 per bed, the net gain 
will be 50 beds. In other words, invested as it is 
now commonly invested, in a single city institution, 
a building fund of $1,000,000 will provide for 250 
patients ; invested as it should be invested, in a city 
hospital with a country branch, it will provide for 
300 patients. 

The prevailing system furnishes 
high-class hospital service for patients who do not 
need it, and a waste of capital and labor results. 
This waste can be avoided by the establishment 
of branch country hospitals. re 

We have quoted this somewhat at length because 
we believe it is important to our readers, many of 
whom are hospital surgeons who now are, or may 
at any time be, vitally interested in plans for hospital 
construction, or reconstruction. 

The cost of hospital building and maintenance has 
been steadily increasing, for reasons given in Gold- 
water’s paper and briefly referred to again in that 
part of it above quoted. Increasing elaboration of 
our methods of diagnosis, observation and treat- 
ment bids fair to always add to these costs. How 
may the cost of modern hospitals be reduced with- 
out impairment of their efficiency? Goldwater 
frankly puts the question and unequivocally answers 
it, in part at least, by the enunciation of an economic 
principle in hospital construction, at once business- 
like and scientific, and, we believe, entirely practical. 
The statement of this principle has the weight of 
authority that will attract to it respectful attention. 
On its own merits, however, this rational subdivision 
of the expenses of hospital building and main- 
tenance cannot long be denied recognition in the 
plans for general hospitals or, at least, for those to 
be constructed in large cities. 

What we have quoted from Goldwater’s paper 
seems entirely convincing. In the medical wards 
of all general hospitals there is always a fair per- 


centage of convalescent patients whose treatment 
might be conducted—with advantage to them 
and to the hospital or (which is the same 
thing) to more urgent cases demanding ad- 
mission—in a branch institution under the same 
general direction. To surgical cases, certainly, the 
argument will apply. Many patients, one, two, 
three or more weeks after operation, reach that point 
where, still not far enough advanced to be trusted 
to dispensary care, nor suitable for a “convalescent 
home,” they nevertheless no longer require treat- 
ment in an elaborate building where in the per capita 
per diem cost must be figured as large items the 
maintenance of costly operating rooms, laboratories, 
and general hospital equipment, to say nothing of 
the item to be charged against the original cost of 
construction. These are the cases Goldwater would 
transfer to the “branch hospital”—more cheaply 
constructed, more cheaply maintained—where the 
patient’s cost to the institution would be further 
reduced by his more speedy cure. 


URETHRAL DILATATION. 

Many cases of chronic gonorrhea are dependent 
upon conditions demanding urethral dilatation as an 
essential to their successful treatment. A study of 
the technic of dilatation by Dr. Ferd. C. Valentine— 
a recognized authority upon gonorrhea—will be pre- 
sented to the readers of THE AMERICAN JOURNAL 
OF SuRGERY in the next (January) issue. 


Letter to the Editor. 


CONCERNING PHENOL-CAMPHOR. 


Cusa, N. Y., November 8, 1905. 
Editor, AMERICAN JOURNAL OF SURGERY. 

Sir :—Considerable has been published lately in various 
journals concerning Phenol-Camphor. It has been a fa- 
vorite of mine for some fifteen years. The formula which 
T have used is somewhat different from those published. 
It is made by taking three parts of gum camphor and add- 
ing to it one part of carbolic acid crystals. Use heat to 
liquefy the phenol. Phenol which has been liquefied by 
the addition of glycerine will not make a perfect mixture. 
In a few hours the camphor and carbolic acid will be 
blended into a fluid which is permanent, being changed 
neither by the lapse of time, nor by changes of temperature. 
A peculiar odor is noticeable when the drugs are first 
placed together. This entirely disappears by leaving the 
stopper out of the bottle for a few days. It will not de- 
stroy normal tissue as carbolic acid will do, and it may 
be used freely upon the fingers and other parts of the 
body, without following the application with alcohol. As 
a dressing it may be used with absorbent cotton or gauze, 
or it may be combined with petrolatum in any proportion. 
A few drops of the phenol-camphor may be added to an 
ounce of fluid petrolatum and used with an atomizer in 
many conditions of the nose and throat. Tonsilitis will 
often be aborted by swabbing freely with the fluid. used 
full strength. It does not whiten the tissue, nor does it 
cause any pain when applied to an open wound, or to the 
mucous membrane. 

I do not know of any contraindication to its use, after 
many years of experience with the remedy. 


Yours, H. F. Griietre, M.D. 


7 
e 
1 
t 
c 
e 
> 
d 
n 


152 AMERICAN 
JOURNAL OF SURGERY. 


SURGICAL SUGGESTIONS 


December, 1905. 


Surgical Suggestions. 


If an incised wound in the soft parts does not 
heal as readily as it should, examine the urine for 
sugar. 


In the presence of a breast infection that fails to 
heal within a reasonable time after appropriate in- 
cision and dressings, it is well to think of local 
tuberculosis. 


It is wrong to perform any radical operation for 
an ulcer of the tongue without preliminary micro- 
scopical examination. Clinical symptoms, no matter 
how typical, are often misleading. 


The perinephric space is a frequent site of meta- 
static inflammation after furunculosis or other septic 
infection. 


In exploring for tumors of the brain, the best 
guide for determining an isolated hardness is the 
finger ; the use of a needle is very deceptive. 


When palpating the common bile duct for stone, 
make sure that a suspected calculus is not a gland. 


In the progress of a cholecystectomy, if a stone 
slips away after cutting through the cystic duct and 
cannot be found, no great anxiety need be felt, for 
the stone usually comes away spontaneously in the 
subsequent discharge. 


As a final cleansing step after curettage of the 
uterus it is well.to introduce, and at once withdraw, 
a packing of gauze. This brings out with it frag- 
ments of tissue not washed out by the irrigation. 


Before performing curettage always make a final 
bimanual examination of the uterus in narcosis. 
The finding may determine some other form of 
treatment. Again, after curettage, before allow- 
ing the patient to get out of bed, carefully examine 
the pelvis for signs of a possible exudate. 


Permanent contracture of the muscles, notably of 
the flexor group in the forearm, may develop within 
a very short time after the application of a splint 
that exercises undue compression. It is a wise rule 
to inspect all fracture dressings within twenty-four 
hours; and when this is not expedient special care 
should be exercised, when applying the dressing, to 
avoid compression. 


In cases of fracture where an end of the bone lies 
close beneath the skin do not place a pad or any 
pressure whatever over this point. 


In the aged pain and disability. in the arm after 
traumatism demand especial care in examination 
of the shoulder. Fracture of the head of the hu- 
merus is often overlooked. 


If a small child has been pulled by the arm and 
thereafter has disability in that member, attention 
should first be directed to the upper end of the 
radius. Here one is apt to find a subluxation of the 
head of the bone (“pulled arm”) or an epiphysial 
separation. 


Repeated attacks of coughing after trache- 
otomy may mean irritation of the posterior wall of 
the trachea by the tube; change the length or shape 
of the canula. 


Aluminum instruments should not be boiled in 
soda solution, like other instruments. They are to 
be sterilized by boiling in plain water or by passing 
them through an alcohol or Bunsen flame. 


The threading of catgut or kangaroo tendon 
through a needle-eye not very roomy may be made 
easy by cutting the suture end obliquely and flatten- 
ing it between the handles of the scissors. Silk must 
not be cut obliquely, however, for this makes it apt 
to unravel while it is being threaded. 


The use of an “invalid table,” the shelf of which 
projects over the patient’s body, will be found a 
great convenience during operations as a receptacle 
for instruments in immediate use. It saves time and 


temper, and avoids accumulation of instruments on 


the patient’s body. 


In dealing with infections of the hand bear in mind 
that under a simple bleb may lie an extensive 
phlegmon, threatening, or actually involving, a ten- 
don or bone and urgently needing a generous but 
wisely placed incision; while on the other hand, a 
tendon may be thrust from its protecting sheath 
into the area of destruction by a knife sweep 
more earnest than judicious. A crater-like opening 
in a sodden skin, though freely discharging pus, 
may need enlarging to protect the tissues underlying ; 
while another opening, too long continued by un- 
necessary packing, may cripple a joint or tendon by 
undue cicatrization. 
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Hyperamie als Heilmittel (Hyperemia as a Curative 
Agent). Von Pror. Dr. Avucust Bier in Bonn. 
Zweite umgearbeitete Auflage. Mit 40 Abbildungen. 
Leipzig: F. C. W. VocEL, 1905. Price, 12 M. 


In an editorial in the September number of the Amer- 
ICAN JOURNAL OF SURGERY we called attention to certain 
phases of the employment of hyperemia as a therapeutic 
measure and indicated the value which this agency may 
have in the surgery of the future. The volume before us 
is the second edition of Bier’s work and comprises all 
the practical and theoretical considerations which are thus 
far known. After a careful survey of the book we deem 
the subject of such importance as to call for a rather ex- 
tensive review. 

The principle upon which Bier’s deductions are based 
is a broad one, and may be summarized as follows: in- 
flammation is a reparative process; inflammation cannot 
proceed without hyperemia, and hyperemia is the leading 
feature of the inflammatory process; if we therefore in- 
crease hyperemia we increase the natural healing capacity 
of the tissues. Hyperemia is therefore a purely physio- 
logical agency. Bier lays no claim to the discovery of 
this principle and points out that we have been using hy- 
peremia since the days of Hippocrates, without always 
knowing why, by counterirritants, the cautery, poultices, 
cupping, astringents, Priessnitz packs, hot air, wet and 
dry cups, the Finsen light and even by drugs that are used 
internally. The service that Bier renders consists merely 
in broadening the therapeutic field of hyperemia and in 
devising better methods for its application. 

Hyperemia may be active or passive. Active hyperemia 
is best obtained by various forms of hot air apparatus; 
passive hyperemia by proximal ligature of the part, pref- 
erably by the Martin bandage, and by the use of dry cups. 
As a general rule, Bier advises that active hyperemia is 
to be employed in non-bacterial and chronic inflamma- 
tions, while the passive variety is confined to bacterial 
and acute processes. 

In discussing the methods of application two broad 

rules are laid down: 1. The hyperemia should never cause 
pain. 2. The limb or distal part must not become cold. 
The degree of hyperemia should not be excessive. The 
action of hyperemia is discussed in a general manner and 
evidence is. adduced to show that it relieves pain, pro- 
motes absorption and dissolution, kills bacteria and in- 
creases nutrition. 
_ The second half of the work is entirely practical and 
is devoted to a summary of the diseases in which hyper- 
emia is of value and the best methods for its application 
in each. A long chapter deals with tuberculosis of the 
bones and joints. This was the first field in which Bier 
tried hyperemia and his results in it were published as 
long ago as 1892. He evolved the method from the well 
known pathological evidence that heart disease and tu-" 
berculosis are antagonistic. 

The method of treatment, in a general way, consists in 
the use of passive hyperemia for very short periods, usually 
only one hour a day. In acute infections on the other 
hand the hyperemia must be applied for from twenty to 
twenty-two hours out of twenty-four; in the remaining 
2-4 hours the limb is elevated to reduce the edema which 
ensues. Bier advises small incisions in acute cases where 
there is much pus. He claims to have aborted many cases 
of beginning metastatic osteomyelitis without any incision 
whatever. Especially good results may be obtained in 
phlegmons of the tendon sheaths. Among other inflam- 
mations in which '.s as induced hyperemia with marked 
success are carbunc.. , lymphangitis, erysipelas, acute ec- 
zema, otitis media, eye infections, parotitis and even cere- 
bro-spinal meningitis. Of the non-infectious diseases Bier 
has been successful in some cases of neuralgia, especially 
the trigeminal form, in joint stiffness from any cause, 
chronic rheumatism and arthritis deformans. As a gen- 
eral rule the hyperemia is brought about by the use of 


the Martin bandage, except in suppurations in the soft 
parts where dry cups are employed. Bier lays especial 
emphasis on the fact that hyperemia should not be re- 
garded as an infallible remedy; he admits failures in some 
cases and says that it may even do harm. In any event 
it should never be continued if pain persists or if early 
general improvement is not manifest. 

It is difficult at this early date to gauge the degree of 
importance of Bier’s work on the subject of hyperemia. 
Like all new therapeutic measures which depart from 
well established and accustomed lines of treatment, it will 
obviously have to be submitted to careful test before it 
can be accepted by the profession. The doctrine of “in- 
cision and drainage” has become too deeply rooted in 
surgery to be very easily displaced, particularly in such 
grave diseases as acute osteomyelitis or phlegmons of the 
tendon sheaths. The author warns us of the necessity 
of possessing an intimate knowledge of the technic and 
indications; it would be manifestly unfair to proceed on 
mere haphazard knowledge. We regard this volume of 
Bier as of profound importance and one that should be 
studied by évery progressive surgeon. 


Abdominal Operations. By B. G. A. Moyninan, M. S. 
(Lonnon), F. R. C. S., Senior Assistant Surgeon to 
Leeds General Infirmary, England. Octavo: 695 
pages; 235 illustrations. Philadelphia and London: 
W. B. Saunpers & Company, 1905. Cloth, $7, net. 


Abdominal surgery has been so highly developed and 
elaborated, we might almost say specialized, that authori- 
tative monographs upon the subject have become neces- 
sities. No writer upon the technic of abdominal surgery 
might have better reason to expect an interested audience 
than Moynihan, whose earlier treatises, notably those on 
“Gall Stones and Their Surgical Treatment” and “The 
Surgical Treatment of Gastric and Duodenal Ulcers,” have 
been received as classics. On this side of the Atlantic only 
the Mayos may speak with the authority of Moynihan or 
his collaborator, Mayo Robson. ma: 

This work is not as complete as its mere title indicates, 
for it deals only with the operations upon the stomach, 
intestines, liver, gall-bladder and gall-ducts, pancreas and 
spleen, in addition to general considerations concerning 
laparotomy, peritonitis, visceral prolapse and subphrenic 
abscess. Gynecological operations and the surgery of 
the kidneys and ureter are not considered. Nor even 
within its scope is the work to be regarded as a text- 
book of abdominal “operative surgery,” for Moynihan lim- 
its his descriptions, for the most part, to those operations 
which he himself practices. Thus, it is noteworthy that 
he describes a simple, but very precise, technic for pos- 
terior gastro-enterostomy, without a jejunal loop and 
without entero-enterostomy. When the posterior route is 
ineligible he prefers Roux’s operation for anterior-gastro- 
enterostomy. Again, mechanical devices in intestinal ana- 
stomosis are dismissed with the statement that “The day 
of mechanical aids is over. The buttons and the bobbins, 
the elastic ligatures and the forceps of many forms, have 
now no more than an historical interest.” The Connell 
suture, and the double continuous suture applied in the 
manner Moynihan describes, are those which he con- 
siders best for intestinal anastomosis. His preference is 
for celluloid thread. 

In the same way throughout the book Moynihan wastes 
little space in describing what he does not think is best, 
but clearly and fully describes the technic which his ex- 
perience has taught him to regard as most satisfactory. 
Therein he sharply marks off his monograph from the 
“text-book.” Therein, too, is he eminently didactic, for 
his descriptions are charmingly clear, direct and complete 
and the small details of technic, so important to the suc- 
cess of abdominal surgery, are carefully laid down. Pre- 
cise as is the text the work would lose much of its value 
without the many very clear, and altogether excellent 
original illustrations by Miss Ethel Wright. 

Moynihan’s “Abdominal Operations” is not “a manual 
for students and practitioners,” but for surgeons aiming 
to keep abreast of their art it is an invaluable monograph. 
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Neurotic Diseases of Childhood, Jncluding a Study of 
Auto- and Intestinal Intoxications, Chronic Anemia, 
Fever, Eclampsia, ae ng Migraine, Chorea, Hys- 
teria, “Asthma, etc. By K. Racurorp, M.D., Pro- 
fessor of Diseases of, Children, Medical College of 
Ohio, University of Cincinnati; ’Pediatrist to the Cin- 
cinnati Good Samaritan and Jewish Hospitals. New 
York: E. B. Treat & Co., 1905. 


The subject of which this book treats is certainly one that 
is neglected in the ordinary text-books of diseases of chil- 
dren, and we can therefore say that this work, in a meas- 
ure, fills a certain want. 
refers to such diseases as are not due to known local 
pathological lesions of the nervous system; in other words, 
as far as our present knowledge goes, they are what may 
be called functional disorders. It can be readily under- 
stood that a classification of such diseases is a rather diffi- 
cult problem, but we believe that the author has done this 
judiciously. 

The opening chapters deal with the physiological rela- 
tions of the child’s nervous system. The author then dis- 
cusses in a general way the various toxemias, intestinal, 
auto, and bacterial, and goes into the metabolic and chem- 
ical problems very fully. He has evidently done much 
work in the study of uric acid and the purin bodies, for 
he is a profound believer in their pathological significance, 
and speaks of their etiological relationship to many of the 
diseases which are discussed in this volume. In a work 
that is written with such high standards, it is rather in- 
congruous to find everywhere such terms as “lithemia,” 
since we believe that this term has been practically aban- 
doned by modern authors. 

The second part of the book discusses the following dis- 
eases: eclampsia, laryngismus stridulus, tetany, enuresis, 
migraine, recurrent vomiting, epilepsy, recurrent coryza, 
chorea, hysteria, headaches and earaches, asthma, disorders 
of sleep, nystagmus, habit spasm, and pica or dirt eating. 
Many illustrative clinical cases are recorded. The author 
has justified his appeal to general practitioners and stu- 
dents by not overburdening his work with the names of 
too many authorities; indeed he has made the book a very 
readable one. An ample index is provided. 


Surgical Diagnosis. A Manual for Students and Prac- 
titioners. By Avpert A. Berc, M.D., Adjunct Attend- 
ing Surgeon to the Mount Sinai Hospital, New York. 
I2mo; 543 pages; 236 illustrations. New York and 
Philadelphia: Lea BrotHers & Co., 1905. Price, $3.25. 


Diagnosis is an art neither medical nor surgical, and its 
development is a necessary part of the equipment of all 
physicians. But there is a large number of diseases frank- 
ly surgical in character, which require surgical rules for 
their differentiation. Of surgical text- books, monographs, 
and volumes on operative technic there is a profusion; of 
works on surgical diagnosis there are but few. Albert’s 
classic, of which an American edition was prepared but a 
few years ago, has, even in that short time, ceased to be 
“modern”; while of the few works that have since ap- 
peared none has been entirely satisfactory. 

A moderate-priced, unpretentious, but comprehensive 
book, presenting clearly and in a fashion readily referable 
to actual cases, a description of to-day’s accepted methods 
of surgical diagnosis, will be of decided service to stu- 
dents and will find a welcome from the body of practition- 
ers. Just such a book we believe Berg’s to be. 

Upon superficial examination the most striking features 
of the work are the large volume of text contained between 
the covers of this duodecimo—an amount of substance that 
publishers nowadays like to spread over the pages of a 
royal octavo—and its richness in illustrations. Of the 
latter many are excellent original photograpns and the 
others are borrowed from various standard works. The 
skiagraphs are, with some exceptions, reproduced with 
more than usual clearness. 

After three chapters upon methods of examination, gen- 
eral signs and symptoms, and _ surgical infections. re- 
spectively, the regions of the body are taken up seriatim 
and the surgical diseases of their various tissues described 
and differentiated in logical order, without, however, in- 


By the term neuroses, the author - 


vading the domains of ophthalmology, otulogy and gyne- 
cology. A separate chapter on Tumors might advanta- 
geously have been written since certain surgical rules apply 
to the diagnosis of tumors irrespective of their regional 
location. 

Each condition is dealt with concisely. We have. noted 
neither the omission of any important data nor the elabo- 
ration of any of doubtful value. The chapters on abdomi- 
nal conditions and those on the diseases of the urinary 
tract will be found especially interesting, since they de- 
scribe the methods in which most progress has recently 
been made in surgical diagnostics. 

Aside from a brief reference to the use of instruments 
for diagnostic purposes, no space is given up to the de- 
scription of the mere technic of these procedures. The 
author has made an exception of cryoscopy, both the in- 
strument and its manipulation being described at consid- 
erable length. In a foot-note, however, Berg refers to the 
denial of the importance of cryoscopy by Rovsing and 
others, and plainly indicates that none of the modern chem- 
ical and physical tests of kidney function is in itself a suf- 
ficient guide. The value of cystoscopy is duly dwelt upon 
and the most characteristic cystoscopic pictures are de- 
scribed and illustrated with plates from Nitze. 

In all, we are pleased to note the appearance of so ex- 
cellent a manual on this subject. 


The Era Key to the U. S. Pharmacopeia. <A Complete 
List of the Drugs and Preparations of the U. S. Phar- 
macopeia (8th Decennial Revision, 1905), with Aver- 
age Doses in the Metric and Apothecaries’ Systems. 
Vest-pocket size; 83 pages. New York: Tue PHar- 
MACEUTICAL ERA, 1905. Price, 25 cents. 

So many important changes in officinal preparations were 
made in the eighth decennial revision of the pharmacopeia 
that a handy reference to the new dosages is essential. The 
pharmacopeia and the national dispensatory are both costly 
and clumsy volumes. This vest-pocket “Key” is extremely 
convenient and very inexpensive and the popularity it se- 
cured in the edition of 1893 will no doubt continue. 


Physician’s Pocket Account Book. By J. J. Tayzor, 
M.D. Philadelphia: THe Mepicat CounciL, 1905. 
Leather binding, $1.00. 

This is an excellently arranged, neat and compact book. 
By the system adopted in it entries are always up to 
date and complete and are easily understood by anyone. 
No hieroglyphics are used. 


The Journal of Biological Chemistry. 
Of much scientific interest is this new journal, of which 


the first issue has just appeared. It is edited by Pro- 
fessors J. J. Abel of Baltimore and Christian A. Herter of 
New York, with the collaboration of numerous other well- 
known physiological chemists and pathologists. The jour- 
nal is to appear at least six times a year and will devote 
itself entirely to original investigations of a chemical nature 
in the biological sciences. Of such character are the papers 
published in the current number. 


Books Received. 


Clinical Treatises on the Pathology and Therapy of 
the Disorders of Metabolism and Nutrition. By 
Pror. Cart von Noorven, Physician-in-Chief to the 
City Hospital, Frankfort a/M. Authorized American 
translation. Edited by BoarpMAaNn Reep, M.D. Part 
VII. Diabetes Mellitus. Being lectures delivered in 
the University and Bellevue Hospital Medical Col- 
lege, N. Y.—Herter lectureship foundation. 8vo; 211 
a New York: E. B. Treat & Co., 1905. Price, 

1.50. 


The Blues (Splanchnic Neurasthenia). Causes and Cure. 
By A vsert ABrAMs, A.M., M.D., M.S., Consult- 
ing Physician, Denver National Hospital for Consump- 
tives, Mt. Zion and French Hospitals, San Francisco, 
etc. Seconp Epition. 8vo, 254 pages; 29 illustrations. 
New York: E, B. Treat & Co., 1905. Price, $1.50. 
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FIRST CONGRESS OF THE INTERNATIONAL SUR- 
GICAL SOCIETY; Brussels, September 18-22, 1905. 
Revue de Chirurgie, No. 10, 1905. 


KocHeEr, in his opening address, reported that of the 
last 500 cases of goiter operated upon (this includes ma- 
lignant tumors, chronic inflammations, Basedow’s disease 
and also the cases complicated by heart and pulmonary 
lesions) only 2 died. Relief is promised in all cases in 
which the obstruction is mechanical. 

The prognosis of cancer, he added, has not shown a sim- 
ilar improvement, but in this malady also the number of 
cures has increased. As no sera have proven efficacious, 
our hopes must be directed toward increasing the efficiency 
of the operative technic and toward popularizing early op- 
eration. He advocates an active crusade by spreading 
pamphlets through the media of the professional and lay 
press, charity organizations, etc. 


I. The Value of Blood Examinations in Surgery 
was discussed. Nothing new was brought to light. Un- 
less taken in connection with the clinical data, blood ex- 
amination is of little value. Some authors placed much 
reliance on the increased leucocyte count in appendicitis 
and liver abscess (Sonnenburg, Legrand and Axisa). Keen 
remarked that all the methods employed still gave doubt- 
ful, though often valuable, results. 


II. Discussion on the Treatment of Prostatic Hyper- 
trophy showed a marked increase in the number of 
friends of prostatectomy by the perineal route. RypIGIER 
recommended perineal enucleattion. REGINALD HARRISON 
prefers the suprapubic method. Rovsing declared that 
castration and the Bottini operation were abandoned, but 
that vasectomy deserved more consideration. The con- 
dition of the intrinsic muscles of the bladder should to a 
great extent determine the treatment. If the bladder wall 
is paralyzed, catheter life or merely perineal drainage is 
indicated ; in soft, diffuse, parenchymatous prostates vasec- 
tomy cured ‘60 per cent.; an obstructing middle lobe can 
be cured by partial suprapubic removal. Complete prosta- 
tectomy should be performed where malignant degenera- 
tion, repeated hemorrhages or prostatic abscess are pres- 
ent. When vasectomy has failed‘ suprapubic removal of 
the prostate is indicated. Too many prostatectomies are 
performed, for the gravity of this operation which abol- 
ishes the power not only to procreate but also to conju- 
gate, is underestimated. 

HarTMANN favors the transvesical operation, as does 
CARLIER. KLApp advocated spinal anesthesia. VERHOOGEN 
said that the prostatic urethra should be sacrificed, for 
after removal of the prostate, the neck of the bladder 
sinks down and the prostatic portion of the urethra be- 
comes useless. During narcosis he prefers a ventral po- 
sition of the patient. KtUmmet has abandoned castration 
because of its profound effects on the patient; he uses the 
Bottini method in selected cases, but prefers prostatectomy. 
FREUDENBERG used the Bottini cauterization in 152 cases 
with 84 per cent. of cures and 7.2 per cent. mortality. 
He says this is the ideal method for the genito-urinary 
specialist, as the operation incapacitates for only a few 
days and the generative function is not destroyed. He 
prefers prostatectomy in cases with very large prostates, 
with tumor-like projection of the middle lobe and alkaline 
cystitis, ALBARRAN reviewed the entire discussion and said 
that he personally favored perineal operations. FRANK 
mentioned many recurrences he had seen after the Bottini 
operation. 


III. The Diagnosis of Surgical Affections of the 
Kidney again showed some diversity of opinion. ALBAR- 
RAN probably voiced the general sentiment when he denied 
the value of cryoscopy of the blood, to which Kiimmel 
still attaches sovereign importance. Of the newer meth- 
ods he considers the methylene blue injection the most 
valuable. In doubtful tumors double catheterization of 


the ureters is important, also injection of sterile water into 
the renal pelvis, in order to compare the pain elicited with 
the spontaneous pain complained of by the patient. To 
gain an idea of the functional value of each kidney he 
recommends segregation of the urine for at least 2 hours; 
injecting I c.cm. of 5 per cent. methylene blue solution 
one hour before starting, or 0.02 of phloridzin immedi- 
ately upon starting, then noting the differences in the re- 
spective kidney secretions, and finally, miscroscopic exam- 
ination. 


IV. Surgical Intervention in Non-Malignant Dis- 
eases of the Stomach. There appeared great diversity 
of opinion in regard to indications, the operation to pur- 
sue and the technical details. Only a very brief résumé 
can be attempted here. All the surgeons agreed that in re- 
peated hemorrhages from gastric ulcer, which had with- 
stood one or two courses of medical treatment, gastro- 
enterostomy is indicated. In acute ulcer of anemic women, 
and in large hemorrhages, operation should not be per- 
formed. Some favored excision of the ulcer, when pos- 
sible, others, for instance KocHErR, excise only when the 
induration is suspicious. The majority operate by the 
retrocolic method, either with or without an enteroenter- 
ostomy, all using suture except CzeRNy, who remains 
faithful to the Murphy button. The operative mortality 
varies from 3-10 per cent. Von EIsELsBerG declares that 
the efficacy of gastroenterostomy decreases proportionately 
to the distance the ulcer is removed from the pylorus. 
Jejunostomy, he states, is of use in cases of profound 
cachexia, in hour-glass stomach with small cardiac pouch 
and in complete retraction of the stomach. 

RotGAns prefers the wearing of a bandage in gastroptosis 
uncomplicated by stenosis; Rovsinc, on the contrary, has 
operated in 55 cases of this condition by doing a gastro- 
pexy. According to him there are two types, the one with 
lax abdomen (multipara) relieved by bandages, the second 
with firm abdominal wall (virginal type). In this latter 
class he passes three silk sutures transversely through the 
serous coat of the stomach and through the abdominal 
walls. The sutures are left in place for: 4 weeks tied 
over a glass rod. JoNNEsco calls attention to the frequency 
of pylorospasm, with or without ulcer. He prefers pyloric 
resection to gastroenterostomy (on account of the danger 
of cancer developing) when the patient’s condition will 
permit it. For gastric adhesions, gastrolysis with covering 
of raw surfaces by the omentum has some advocates. 
Usually it is safer to add a gastroenterostomy. JONNESCO 
regards chronic gastritis, severe dyspepsia and Reichmann’s 
disease as promising fields for surgery, while HARTMANN 
warns the surgeon from interfering in rebellious dyspep- 
sias. He says, “Your operative result may be a recovery, 
your therapeutic result will be a failure.” Hartmann, how- 
ever, performs gastroenterostomy for hyperchlorhydria 
with or without gastrosuccorrhea. SincLarr Wuite finds 
little difference in the anterior and the posterior gastro- 
enterostomy as long as the anastomosis is made very close 
to the greater curvature. Lorruiorr closed the discussion 
by remarking that congenital pyloric stenosis had not re- 
ceived the attention it deserves. No dilatation occurs as 
the child’s stomach readily empties itself by the cardia, 
and therefore unless the obstruction is complete it is over- 
looked. 


V. Treatment of Joint Tuberculosis. Burr again spoke 
at some length concerning his method of passive hyper- 
emia, which has been repeatedly referred to in these col- 
umns. As contraindications he regards advanced pul- 
monary tuberculosis and amyloid viscera, which demand 
an amputation, also vicious positions, which require re- 
section. He does not employ immobilization except with 
the knee and the tibio-tarsal joints. Kocner has used 
Bier’s method in chronic cases, combining with it the in- 
jection of phenic acid. On the whole he favors early 
operative procedures. Dottincer has also employed the 
method of Bier, but with immobilization added. Broca 
dealt solely with the disease in children. His standpoint 
is very conservative. He places general hygienic measures 
in the foreground. For hydrops, puncture, iodoform in- 
jections and complete immobilization in plaster. Fungous 
forms require immobilization likewise, either with or with- 
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out extension. Pressure, counterirritation, injections, all 
have their uses. Resection should be completely aban- 
doned; synovectomy may be indicated in the knee or elbow 
joint; curettage of the bone may be employed to advan- 
tage. An ankylosis in the correct position should be re- 
spected. Braprorp particularly emphasized that all pres- 
sure on the diseased articular surfaces must be avoided 
or serious deformities wiu result. LeEsruN advocates op- 
erative measures even in children. In the knee he favors 
synovectomy, and in tumor albus, whether infected or not, 
arthrectomy. Only in hydrops is he willing to wait. Wu- 
LEMS spoke only of operative treatment, dealing with each 
joint in detail. He is very radical. Garré is in favor of 
conservatism, but in cases involving the knee and the 
foot he has frequently operated, and with good results. 
HoFFra uses immobilization in plaster. The resulting mus- 
cle atrophy rapidly disappears after massage treatments. 
WALTHER has employed the method of Lannelongue—in- 
terstitial injections of zinc chloride, the resulting sclerosis 
shutting in the process. He has obtained almost com- 
plete restitution in fungous forms. 


VI. The Treatment of Peritonitis. FRiepERIcH empha- 
sized that the variability of the prognosis depended largely 
on the variation in etiology. ‘here is only one contra- 
indication to operation in acute diffuse peritonitis and that 
is beginning paralysis of the medullary centers (cyanosis, 
imperceptible pulse, cold extremities). tHe advocates heated 
tables, light general anesthesia, preferably ether, no evis- 
ceration, enterotomy only when the distention is extreme. 
The location of the incision will depend on the diagnosis. 
After-treatment consists of lavage, salts, large quantities 
of salt solution, artificial alimentation. Krogius insists on 
early operation. Irrigation is indicated only where chem- 
ically harmful fluids (such as stomach contents, or food 
particles) are found in the peritoneal cavity. He believes 
in free packing (Mikulicz tampons), counter-incisions in 
Douglas’ pouch, the loin, etc. If later symptoms of ob- 
struction develop, he makes an enterostomy after the 
method of Witzel. LENNANDER considers intestinal paresis 
the chief danger and consequently performs enterotomy, 
or in extreme cases resects 2-2 meters of paralyzed intes- 
tine. He uses a cigarette drain. Post-operatively this sur- 
geon has great faith in large saline injection, and in sub- 
cutaneous alimentation of sterile olive oil or solutions of 
sugars. Lrjars spoke of the less common causes of the 
infection, such as those through the female generative tract, 
blood infections, etc. He mentioned recent attempts to 
use horse serum and nucleic acid to increase the resistance 
and promote leucocystosis. Although on principle opposed 
to irrigation, he finds it of use where the infection is dif- 
fuse and no adhesions have formed. The Fowler position 
appeals to him, and also all methods for evacuating the 
intestinal contents. McCosu refuses to operate on mori- 
bund patients as interference only hastens the fatal re- 
sult. He has grown more conservative and operates only 
in about 50 per cent. of all cases. When operation is un- 
dertaken great speed is essential, one-half hour being the 
maximum duration of operation. Light chloroform anes- 
thesia is preferred; small incisions, evacuation of the fluid, 
removal of the etiological factor; irrigation only if the 
infection is very diffuse, application of a cigarette drain. 
McCosh rejects enterostomy, frequently uses injections of 
concentrated solutions of magnesium sulphate into the gut, 
and considers tamponing injurious. The Fowler position 
has its advantages. ‘Twenty-seven per cent. of cases, which 
surely Would have died if operated upon, recovered under 
medical treatment. 

DupcEon and SARGENT took up the bacteriology of the 
subject. Colon bacilli are the most frequent and fatal, 
but b. pyocyaneus and streptococcus pyogenes also cause 
grave inflammations. The b. coli become very virulent in 
diseased gut, hence their hypervirulence in strangulations, 
etc. The staphylococcus albus increases leucocystosis and 
hence if found in combination with the other varieties it 
improves the prognosis. In_streptococcic peritonitis irri- 
gation is indicated; in b. coli infection, limited operation. 
In diffuse infections drainage proves of little value. Pur- 
gation is important. TrMmorIn drains only when there are 
raw surfaces capable of producing pus. 


‘lent infiltration. 


The Value of the Lymph Gland as a Protective Organ 
Against Tuberculous Infection. (Die Bedeutung der 
Lymphdriise als Schutzorgan gegen die Tuberculose- 
infection.) J. Barter. Wiener Klinische Wochen- 
schrift, No. 41, 1905. 


By means of numerous animal experiments Bartel shows. 
that there is an early stage of tuberculosis in which the 
sole sign of the disease is a lymphoid hyperplasia—no 
epithelioid or giant-cell formation having yet taken place. 
Such glands used for transplantation experiments fail to 
produce infection, as the bacilli under the influence of the 
lymph gland, i. e., of the leucocytes, have become avirulent. 
These same glands will furnish cultures of tubercle bacilli 
if the proper media are used. 

He proposes to reduce the virulence of bacilli by allowing 
the lymphatic structures of slightly susceptible animals (as 
the dog) to influence them. When this virulence has been 
reduced to a degree which inhibits the appearance of the 
three cardinal symptoms of tuberculosis—necrosis, chemo- 
taxis (or exudation) and cell proliferation—the bacilli are 
to be injected into highly susceptible animals (guinea- pigs). 
The slightly susceptible animals are rendered actively im- 
mune to tuberculosis by virulent cultures. The author 
hopes to utilize the lymphatic organs of such actively 
immunized animals to influence favorably tuberculous 
symptoms in other animals 

These experiments and theories, though of great interest, 
are as yet too purely theoretical to have any application to. 
human therapy. 


Actinomycosis Limited to the Urinary Tract.. E. MacD, 
Stanton. Albany Medical Annals, November, 1905. 


According to Stanton this is the only case of primary acti- 
nomycosis of the genito-urinary tract that has been reported. 
The patient was a shoemaker, 53 years old, and the clinical 
picture was that of cystitis with pyelonephritis. Duration 
of disease, two months. At autopsy, the pelvis of the right 
kidney contained much pus, and the pyramids and adjacent 
cortex were streaked with greenish yellow lines of puru- 
The bladder showed numerous diverti- 
cula filled with pus, and a number of ulcerations. The 
diagnosis of actinomycosis was made only after histological 
examination. Stanton regards infection as probably arising 
from some old actinomycotic focus which had disanneared 
at the time of autopsy. At the autopsy an old scar was 
found in the colon, and another on the outer aspect of the 
right thigh. These are suggestive as to the possible routes. 
of infection. 


A Method of Treating Angio-Racemose Aneurisms of 
the Scalp. (Zur Behandlung des Angioma arteriole 
racemosum der Schiadeldecken.) Att Krocius. Zen- 
tralblatt f. Chirurgie, No. 39, 1905. 


The method of applying a circular series of chain liga- 
tures about a vascular tumor, before proceeding to its extir- 
pation, is not new; Krogius, however, uses this method 
as a curative measure. A large curved needle, resembling 
the Peaslee needle, is passed, at the periphery of the 
aneurisms, to the periosteum and along the bone as far as is 
desirable, and then pushed out through the skin at some 
distance from the point of entrance. A catgut ligature is 
threaded through the eye, and the needle pulled back. A 
straighter needle is now thrust through the same points in 
the skin, but immediately beneath it. The end of the liga- 
ture is next passed into the eye of the second needle, which 
is now drawn out. Thus both ends of the catgut are led 
out of the primary point of entrance, and are there tied. 
This same procedure is repeated, each stitch slightly over- 
lapping the preceding one, until the entire aneurism is 
surrounded. If, after several days, some portion of the 
growth still remains and shows pulsation, a similar but 
more circumscribed row of sutures is applied. 

The author reports the case of a young girl with large 
racemose aneurism which he succeeded in curing. Three 
separate operations were necessary, as one afferent branch, 
directly over the ear, had been overlooked. The cosmetic 
result was excellent. 
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Methods of Exploring the Abdomen, and a New One. 
ALEXANDER HucGH Fercuson. N. Y. Medical Journal 
and Phila. Medical Journal, November 4, 1905. 


The new route of abdominal exploration which Ferguson 
advises is through the vagina. A broad posterior col- 
potomy is performed. The entire arm is smeared with 
sterile vaseline and inserted to any depth that may be re- 
quired. In this way, the author has palpated the gall 
gladder, stomach, etc. In one case, gall stones were found, 
and removed subsequently through a “button-hole” in- 
cision through which the gall-bladder was made to present 
by means of the hand within the abdomen. In a second 
case, a stomach metastasis was found of a primary car- 
cinoma of the cervix. In a third case metastases were 
palpated in the liver and gall bladder from a primary car- 
cinoma of the rectum. 

Ferguson suggests this method of abdominal explora- 
tion chifly for cases in which vaginal section is performed 
for other conditions. He regards it as superior to ex- 
ploratory laparotomy chiefly in so far as it obviates the pro- 
duction of a hernia. [For the risk of hernia, however, it 
substitutes the greater one of infection.] 


A Study of the Results of Abdominal Hysterectomy 
for Fibroids of the Uterus, With and Without 
Drainage. JosEPpH BrETTAUER. Medical News, October 
21, 1905. 


Brettauer’s observations are based on the study of 54 
cases, 32 of which were performed with gauze drainage 
through the cervix and 22 without. The amount of gauze 
inserted is merely sufficient to cover the stump of the cer- 
vix, and was used by Brettauer merely with the idea of 
preventing any oozing. In the undrained cases the stump 
is closed tightly by a running catgut suture. Comparative 
observations were made on the pulse, the temperature, 
gastric disturbances, intestinal reaction, pain, catheteriza- 
tion, period of convalescence and post-operative complica- 
tions. The author arrives at the conclusion, that, as a 
general rule, there is little difference in the immediate 
post-operative course. In the drained cases, however, he 
has noted that occasionally a retroperitoneal hematoma 
forms after removal of the gauze, and this hematoma may 
become infected. This complication, while not serious, is 
unpleasant, so that at present Brettauer sews up the stump 
in all cases to assure a more perfect hemostasis. There 
were no deaths in his 54 cases. 


Retrodisplacement of the Uterus. Ropert CALDWELL. 
The Southern Practitioner, November, 1905. 


Caldwell discusses the various well recognized opera- 
tions for this condition and states the usual objections. He 
regards the operation devised by Mayo, and as yet unpub- 
lished, as by far the best procedure and open to the fewest 
objections. This is performed as follows: The abdomen is 
opened in the median line; with a pair of forceps the 
round ligament is grasped about 114 inches from the cornu 
of the uterus; the fat over the fascia is then. dissected 
away until the internal ring is reached, and the fascia is 
punctured at this point with the knife; a curved forceps 
or ligature carrier is then passed through this opening, 
and with the distal end of the round ligament held taut, 
one can see where the ligament enters the internal ring. 
The ligature carrier is passed through this ring, and is 
carried along the portion of the ligament that is held taut, 
just beneath the peritoneum until the point is reached 
where it was picked up by the forceps. At this 
point the peritoneum is punctured and the ligament is 
placed in the grasp of the carrier; the latter is then with- 
drawn, bringing the ligament through the internal abdom- 
inal ring up into the puncture in the fascia, where it is 
sutured. The same procedure is performed on the oppo- 
site side and the abdomen is closed. The advantages 
claimed for this method are: 1. It does not interfere with 
gestation. 2. There are no bands formed across the pelvis. 
3. The thickest part of the ligament is employed for sup- 
pot. 4. The support given is exerted in a natural direc- 
tion. 5. It does not make it necessary to have more than 


one opening in the abdominal cavity. 6. The results are 
permanent. 


A Plea for Local Anesthesia in the Radical Cure of 
Inguinal Hernia, Based on a Study of 300 Cases. 
Joun A. Bopine. Medical Record, October 21, 1905. 


Bodine claims that by his method of cocainization the 
operation can be rendered absolutely painless. He uses a 
one-fifth of one per cent. solution and never injects more 
than one-half grain of cocaine, so that poisoning cannot 
occur. The stock solution is used for skin infiltration and 
cocainizing the nerve trunks. For all subdermic infiltra- 
tion a solution half this strength is used. The solution 
should always be fresh, as the cocaine deteriorates. The 
method is briefly as follows: The skin is first infiltrated; 
the proper depth to which the needle is penetrated into the 
skin is such that the needle is always visible from the sur- 
face. The skin having been anesthetized the needle is 
plunged through and the tissues around the external ring 
are infiltrated. The skin incision down to the aponeurosis 
is then made. If there is much fat, this is also infiltrated 
with a I-1,000 solution. The ilio-inguinal nerve is then 
exposed and is cocainized at its highest point. The dis- 
section can then be carried out further into the external 
ring; the two flaps of fascia are retracted exposing the 
shelving border of Poupart’s ligament externally and the 
conjoined tendon on the inner side. The ilio-hypogastric 
nerve can now be searched for and if found is infiltrated. 
If cocainization of this nerve is possible it will materially 
assist in securing painlessness of the operation. If search 
is fruitless the margins of the internal ring and the ad- 
jacent part of the conjoined tendon are infiltrated with a 
one-tenth of one per cent. solution. Along the central 
line of the long axis of the protrusion, a line of infiltra- 
tion with the same solution is made. The sac is then 
opened and the contents dealt with as occasion requires. 
The neck of the sac is infiltrated, dissected away from the 
underlying cord, ligated, and amputated. The genito-crural 
nerve is now sought for, and if it is found and cocainized 
the operation can be completed in any manner the operator 
prefers without additional cocaine. If the nerve is not 
found, the operation can be completed secundum artem. 

The advantages of Bodine’s method are very manifest. 


Observations Upon the Cause and Treatment of Perin- 
eal Abscess, and of Periurethral Suppurations 
Above the Triangular Ligament. Samurt ALEx- 
ANDER. Medical Record, October 28, 1005. 


_ It is claimed by many surgeons that periurethral abscess 
is sometimes not of urethral origin. These surgeons con- 
tent themselves by merely incising such abscesses without 
opening the urethra, and include the later procedure only 
when there is urinary infiltration. Alexander has noted that 
many of these cases will recur at the original site of infec- 
tion, “even if, at the time of operation, no communication 
with the urethra is determinable. The author, from a long 
series of observations, believes that all cases of perineal 
abscess arise from the urethra; and in the cases noted 
above, the infection arises either through fissures in the 
urethra, or from infections above the triangular ligament, 
in the form of prostatitis, bulbitis or inflammations of the 
Littré or Cowper glands. Fissures in the urethra have been 
proven to occur by Delbet after overdistention of the ure- 
thra. For this reason Alexander condemns forced irriga- 
tions in the treatment of gonorrhea. The infections of the 
Littré and Cowper glands in cases of perineal abscess have 
been abundantly proven after careful dissections by Matz 
and Bartrina in 1903. A third and obvious cause of peri- 
neal abscess is a laceration of the urethra by violence, 
either external or internal. The perineal infection from a ° 
Cowperitis, a Littréitis or a prostatitis may arise either by 
lymphatic infection along the membranous urethra or after 
rupture of the abscess into the urethra. The view that 
perineal abscess, in cases of stricture, is due to ulceration 
above the point of stricture, cannot be accepted. 

The facts noted above explain why it is that despite the 
urethral origin of all perineal abscesses, urinary infiltration 
does not necessarily follow; it also explains the cases of 
recurrence after simple incision. For these reasons, Alex- 
ander’s rule at present is to open the membranous urethra 
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in all cases throughout its entire length; all secondary 
abscesses above the triangular ligament are opened and 
drained either into the urethra or into the perineal opening. 
The author emphasizes the importance of early diagnosis, 
by careful external and internal palpation. As soon as the 
diagnosis is made of suppuration above the triangular liga- 
ment, operation should be performed to prevent further 
infection. 


The Treatment of X-Ray Burns. BLair, 


Medical Council, October, 1905. 


Blair’s observations are based on results obtained on his 
own person. When a dermatitis occurs, substances that 
have an affinity for water, such as alcohol and glycerine, 
should not be used. He found that the leaves of the com- 
mon ribwort, or plantago major, applied to his hands, give 
the most relief. The tincture will not do, and if the leaves 
are not obtainable, a plantago ointment of 25 per cent. to 
50 per cent. strength may be used. The small epithelial 
granulations and the fungoid excrescences which are apt 
to form on the skin of the x-ray operator, should not be 
cauterized; a better plan is to apply by brush daily the 
fluid extract of thuja occidentalis. In time these excres- 
cences will drop off. For the cracked and thin finger nails, 
Blair has found that the triturations of silica of one-tenth 
to one-one hundredth strength, which may be bought at 
homeopathic pharmacies, give excellent results. Frequent 
doses should be taken for a long time. 


_ Tomas 5S. 


Soute DAVENPORT. 
1905. 


This interesting case was that of a woman, 61 years. of 
age, who presented a tumor the size of a hen’s egg about 
five inches to the right of, and one inch below the umbili- 
cus; the tumor was movable, soft, and the overlying skin 
appeared perfectly normal. The tumor was of two years’ 
duration. A diagnosis of lipoma was made. A year later 
the patient again presented herself. The tumor was still 
present, but in addition, an angry swelling, having the 
appearance of a carbuncle, was noted three inches to the 
right of the umbilicus and three inches above Poupart’s 
ligament. This was poulticed, and at the end of a couple 
of days, three typical gall siones were extracted. A probe 
led into the first swelling, and caused a grating sound 
when this was reached. Within a month 175 stones were 
discharged. This was accompanied by no pain or incon- 
venience. On further questioning a distinct history was 
obtained of cholelithiasis, which had beer present five years 
before. The discharge of stones continued for a time and 
the sinus eventually closed. 


Peripatetic Biliary Calculi. Nora 
Woman’s Medical Journal, September, 


The Prevention of Post-Operative Paresis and Adhe- 
sions of the Intestines. [.. P. Luckxerr. Medical 
and Surgical Monitor, October, 1905. 


These two conditions, according to Luckett, arise from 
the same causes, and may be prevented by paying attention 
to some of the following details. The operation should be 
performed as rapidly as possible. All unnecessary manupu- 
lation of the intestine should be avoided, such as prolonged 
exposure, rubbing with sponges, etc. No antiseptics should 
be used. The size of the incision should be small, and all 
blood clots should be removed. An excellent plan is to 
fill the abdomen with hot salt solution before closing it up. 
Luckett emphasizes the necessity of early catharsis to pro- 
mote peristalsis. He speaks highly of eserine salicylate 
given subcutancously, as a means of preventing intestinal 
paresis. 


Acute Suppurative Splenitis: Report and Presentation 
of a Case. M. Gattman. Memphis Medical Month- 
ly, November, 1905. 


The patient was a woman (age not given) who gave a 
previous history of severe malaria. Present illness of two 
years’ duration, with “symptoms of fever, weakness, short- 
ness of breath, frequent and painful urination, and enlarge- 
ment of the stomach.” The abdomen was large, spleen 
very large (size not stated) and tender. The urine showed 


evidences of nephritis. There was a leucocystosis, but no 
plasmodia in the blood. The diagnosis of acute suppurative 
splenitis was made and confirmed at the operation, when 
about two gallons of pus were evacuated. (Operation not 
described ; result not given.) 


Penetrating and Perforating Gunshot and Stab 
Wounds of the Abdomen, with Report of Cases. 
Joun Younc Brown. The Lancet-Clinic, October 21, 
1905. 


This report is based on the observation of twenty-three 
cases. Every gunshot or stab wound of the abdomen 
should be regarded as perforating until proven to be other- 
wise. The opening is enlarged and the track is traced with 
the finger; probes should not be used except to complete 
the investigation. It is sometimes very difficult, even after 
cutting down to the peritoneum, to demonstrate penetra- 
tion. When penetration has been positively determined, 
there is only one method of determining perforation,—lap- 
arotomy. The hydrogen gas test of Senn, Brown does not 
regard as safe or trustworthy. The author emphasizes the 
necessity of searching the entire intestinal tract systemat- 
ically to discover perforations. If there is a number of 
perforations near together it is far better to resect. Hem- 
orrhages from the liver or spleen are best controlled by 
packing. Irrigation with large quantities of salt solution 
was employed in all cases. In every case where there is 
solution of continuity of the bowel, drainage of the vesico- 
rectal pouch is of value, combined with the exaggerated 
Fowler position. All penetrating wounds of the abdomen 
should be operated upon as soon as possible, and the author 
cites the Goebel case as an instance where unnecessary 
delay was a possible factor in‘causing the fatal issue. Of 
nine cases of perforating wounds of the intestine, six re- 
covered. Of the wounds of the liver, four recovered and 
one died. One case of wound of the pancreas recovered. 
There were eight additional cases where laparotomy was 
performed and no injury to the viscera was found. All 
these recovered. 


The Application of the Mobilizing Effect of Hyperemia 
on Scoliotic Stiffening. (Die Anwendung der mo- 
bilisterenden Wirkung der Hyperaimie auf skoliotische 
Versteifungen.) R. Kiapp. Deutsche Zeitschrift f. 
Chirurgie, Heft 4-6, 1905. 


In these cases hyperemia is produced by the application 
of hot air to the back of the patient. A large box, contain- 
ing a heating apparatus (gas burners), has fenestre cut in 
its side large enough to embrace the entire back of the 
patient, from the neck to the sacrum. The edges of the 
hole are padded heavily with felt, to afford a tight joint; 
the fenestre are of various sizes in order to fit different 
patients. Before the daily exercises are begun, the hot 
air treatment is used for twenty minutes, replacing the cus- 
tomary massage. The first few treatments are followed 
by “rheumatic” pains, probably due to the increased range 
of motion in which the patients indulge after the limber- 
ing effect of the heat. A full description of the appliance 
is found in the original article. 


The Choice of Method in Operating Upon the Hyper- 
trophied Prostate. Witty Meyer. Medical Record, 
October 7, 1905. 


This article impresses us as one of the sanest that has 
been written upon this much-discussed subject. There 
has been much bickering, of late, among surgeons as to 
which of the three operations, Bottini’s, suprapubic prosta- 
tectomy and perineal prostatectomy is the best. Surgeons 
vie with each other in announcing the respective mortali- 
ties of their favorite method. Meyer’s standpoint is that 
all three are of value; each has its advantages and dis- 
advantages and its own indications. The Bottini opera- 
tion is reserved for patients who refuse the cutting opera- 
tion, and for carcinoma. Meyer admits, however, that the 
ultimate functional result is not as good after this opera- 
tion as after the other two, and prefers to do a cutting 
operation when he can. Between the suprapubic and the 
perineal methods, Meyer believes that up to the present 
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the choice is largely an individual one, depending on the 
experience and personal skill of the operator. The num- 
ber of cases that have been operated upon up to the pres- 
ent, is still too small to permit of forming exact indications 
for deciding upon one or the other method. The author 
has summarized _ following indications, based upon pres- 
ent experiences : Glands palpable per rectum and rising 
not far from the pot cae can be advantageously attacked 
from below. 2. If situated higher up, they should be enu- 
cleated from above, especially if 3 cystoscope has shown 
the presence of a median lobe. An hypertrophy of soft 
character in the early stages is Peat attacked from below. 
4. In 33 per cent. of the cases, where no tumor is palpable 
per rectum, and where the enlargement can be diagnosed 
only by the symptoms and by cystoscopy, the suprapubic 
route is preferable. 5. If the hypertrophy is accompanied 
by calculus, especially by one that is too large to permit 
of removal through the internal sphincter, the suprapubic 
route is indicated. 6. If the urine is foul, requiring im- 
mediate drainage, it is better to operate from above; the 
extirpation can be done at a second sitting. 7. The com- 
paratively frequent appearance of carcinoma of the pros- 
tate may prove to become an important factor in deciding 
in favor of complete removal suprapubically. In Meyer’s 
experience the suprapubic operation is less frequently at- 
tended by loss ot sexual function than the perineal. This 
question must be decided by future experience and if this 
opinion is corroborated it may be an additional factor in 
deciding on the suprapubic route. Cystoscopy must be done 
before performing the Bottini or the perineal operation. 
For the suprapubic route it may be dispensed with. It 
should never be neglected in cases where no enlargement 
is palpable per rectum. The time for operation arises when 
regular catheterization has become imperative. The only 
exception is in the cases of well-to-do patients, who can 
command the time and proper asepsis for catheterization. 
As a result of Meyer’s observations, he recommends that 
surgeons should familiarize themselves with all three op- 
erative methods, because no one method can be employed 
in all cases to the best advantage of the patients. 


Mammary Syphilis, with Involvement of the Axillary 
and Supraclavicular Glands, Simulating Cancer of 
the Breast. Epwin BEeEr. Medical News, October 
28, 1905. 


This very unusual and interesting case was that of a 
woman 35 years old, who had noted four months previ- 
ously a mass in the left axilla, followed a few weeks later 
by another mass in the left breast. On examination, a non- 
tender, freely movable, smooth and moderately soft mass, 
with indistinct borders, and measuring 2-3 inches, was 
found in the upper half of the left breast. The tumor was 
not attached to the skin and the nipple was normal. Di- 
rectly below the middle of the clavicle and lying beneath 
the pectoralis major was a similar mass, about half the 
size of that in the breast. In the left axilla was a large 
number of glands, one of which was the size of a hen’s 
egg. The left supraclavicular region also contained many 
glands corresponding in characteristics to those found in 
the axilla. The right supraclavicular and the posterior cer- 
vical glands on both sides were much enlarged. Owing to 
the unusual distribution of the glandular enlargement, the 
atypical features in the case, and the soft consistency of 
the masses, the diagnosis of carcinoma was not regarded 
as probable. The author diagnosed syphilis and on ques- 
tioning the patient obtained a suggestive previous history 
of lues. Active antisyphilitic treatment was instituted 
and at the end of two months all the masses had entirely 
disappeared. 


Papillary Cyst-Adenoma of the Breast. E. J. Iut. Amer- 


tcan Journal of Obstetrics, November, 1905. 

The author reports eight cases which showed a striking 
similarity in all their symptoms. The condition appears 
in late middle life and evinces itself by a usually copious 
discharge of yellowish pink to dirty brown color. Un- 
relieved, the condition may go on indefinitely (one case 


was of 12 years’ standing), and involve the entire breast. 
On palpation an elongated mass is found running in the 
radius of the breast, starting at a small distance from the 
nipple. There are no pain, no sensitiveness and no glandu- 
lar enlargement. The fluid contains red blood cells, leuco- 
cytes and a little fatty cell detritus. The tumor histolog- 
ically shows papillary adenomatous masses projecting into 
the ducts. Though non-malignant, removal of the entire 
breast is recommended as the undefined limits of the tu- 
mor and the necessary cutting of many ducts render a 
more localized operation inadvisable. 


Limitation of Rest in the Treatment of Fractures. 
Ropert M. FuUNKHAUSER. Journal of the Missouri 
State Medical Association, November, 1905. 


The .author is convinced that fractures are immobilized 
for excessive periods and that this is the cause of such fre- 
quent subsequent stiffness and disability. Funkhauser in 
the first place recommends removable splints, in order that 
the site of fracture may be inspected every day, and mas- 
sage, active and passive motion, may be instituted. Mas- 
sage should be begun as early as the day after reduction. 
After the swelling has been reduced, passive motion should 
be begun about the fourth to the tenth day, on the fingers, 
foot or toes. Of course, the fractured limb is meanwhile 
supported by the splints. After the second week of passive 
motion, complete massage and voluntary motion should be 
begun for from one quarter to one hour daily. The flexion 
of the limb is important. The advantages of these methods 
are that absorption is facilitated, pain and muscular spasms 
are relieved, and no adhesions in the neighboring joint or 
tendons are allowed to form. 


A Study of the Etiology of Floating Kidney with Sug- 
gestions Changing the Operative Technic of 
Nephropexy. H. W. LoncyeAr. American Journal 
of Obstetrics, November, 1905. 


Eighty-five per cent. of nephroptoses occur in women; 
the right kidney is affected fifteen times to one time for 
the left kidney. Operations for relief of the condition 
frequently fail; often, though the kidney remains in place, 
the symptoms continue. The author, during an operation 
for appendicitis in a young girl, found that traction on the 
cecum and colon ascendens pulled down the kidney. In- 
vestigations on the cadaver showed a strong bundle of 
fibers running from the lower pole of the kidney down- 
ward to the posterior surface of the colon almost to the 
junction of the cecum and ileum. Longyear regards this 
ligament as a remnant from fetal life indicating the de- 
scent of the ovary. In constipation and enteroptosis the 
heavy colon will therefore drag upon the kidney, which 
has only its fatty capsule to anchor it. 

Longyear has in three cases made an incision in the 
loin, exposed the kidney and incised the peritoneum. In 
one case, in which the colon had a mesentery, this was 
anchored in the upper angle of the wound, close to the 
twelfth rib and attached to the fascial structures. In the 
two other cases, as no mesentery was found, the fibrous 
band described was alone pulled into the wound and an- 
chored. Possibly, as the author suggests, opening of the 
peritoneum may be dispensed with. This operation prom- 
ises to replace the kidney, without rigidly anchoring it, 
as in the ordinary nephropexy, and at the same time to 
relieve the colonic and cecal ptosis, which, in the majority 
of cases, is undoubtedly an accompanying, if not an etio- 
logical factor. 


A Contribution to the Pathology, Diagnosis and Ther- 
apy of Trigger Finger. (Beitrége zur Pathologie, 
Diagnostik u. Therapie des schnellenden Fingers.) 
MarcHesi. Deutsch. Zeitschrift f. Chirurgie, Bd. 79, 
Hft. 4-6, 1905. 


Trigger finger. is the term applied to a hindrance en- 
countered at a fixed point, during flexion and extension 
of the finger. During the movement a dry, clicking sound 
may be heard, pain is usually complained of, localized near 
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the metacarpo-phalangeal point, but often radiating into 
the torearm. A small nodule can usually be felt in the 
metacarpo-phalangeal region or central to it (in normal 
hands the sublimis tendon may be felt as a small projec- 
tion). The middle finger and thumb are most often af- 
fected; severe and especially unaccustomed manual labor 
has been regarded as an etiological factor. The author 
reports eight cases treated operatively. In three, the con- 
dition was due to slight injuries which severed a few 
fibers of the tendon. ‘These fibers coiled themselves and 
formed the obstructing nodule. The fou th case resulted 
from a small fibrosarcoma of the tendon sheath, which by 
pressure had caused a thinning of the tendon at one spot 
and when this spot was reached during movement the 
obstruction occurred. The next two cases were due to 
tubercular granulations within the tendon itself, producing 
small tumors. The last two cases showed a small thick- 
ening of the tendons probably due to occupations that re- 
quire continued flexion of the fingers (causing hyperemia 
of the distal parts of the tendons), or that occasion fre- 
quent traumata at the same site. Rheumatism has fre- 
quently been blamed in this last class of cases. From the 
above and from numerous cases collected from the litera- 
ture the author concludes that trigger finger is merely a 
symptom of affections of the tendons, their sheaths or of 
other neighboring: structures, and of the joints. 

In fusiform enlargement the arrest takes place during 
both flexion and extension and is more gradual and re- 
tarded; if the nodule is more circumscribed the halt is 
more abrupt. In lateral tumors or pedunculated growths 
the intensity of the arrest varies, or may be absent during 
either flexion or extension. To determine whether the 
sublimis or profundus tendon is involveu, the first and 
second phalanges should be held rigid in extension and the 
terminal phalanx moved actively. If during passive mo- 
tion the phenomenon takes place the joints are at fault. 
‘Lhe prognosis, especially if operative measures are used, 
is good. In recent cases due to traumatic synovitis or those 
of so-called “rheumatic” origin, counter-irritation, and hot 


applications (water or air) frequently succeed alone. Op- 
eration is performed with Esmarch’s ischemia and cocaine 


injection. The incision is made on the palmar surface, 
longitudinally over the supposed site of the trouble and 
when the tendon sheath has been exposed active motion 
is watched. Incision of the sheath will cure cases of dif- 
fused thickening, stenosis of the sheath, or adhesions; 
tumors will require removal. The sheath should never 
be sutured. Fixation for four to seven days, never longer, 
completes: the treatment. 


(1) The Establisnment of Cerebral Hernia as a De- 
compressive Measure for Inaccessible Brain Tu- 
mors; with .the Description of Intermuscular 
Methods of Making the Bone Defect in Temporal 
and Occipital Regions. Harvey CusuHinc. Sur- 
gery, Gynecology and Obstetrics, October, 1905. 


(2) Concerning Surgical Intervention for the Intra- 
cranial Hemorrhages of the New-Born. Harvey 
CusHING. American Journal of Medical Sctences, 
October, 1905. 


(1) The relief following unsuccessful efforts to locate 
and remove brain tumors has served to attract attention to 
the palliative operation of decompression. Most distress- 
ing to the patient and to his friends, are the severe head- 
aches, vomiting and disturbances of sight. Paralyses, men- 
tal disturbances, and ataxia are less constant symptoms, 
which may be due to direct effect of the growth or to 
transmitted pressure alone; in the latter case operation 
may also afford relief. In younger individuals dehiscence 
of the cranial bones may afford a spontaneous, though tem- 
porary, improvement. In all cases the dura must be in- 
cised, for this membrane is tense and unyielding, and it 
contains many sensory nerves (fifth nerve branches), the 
arachnoid, pia and brain not being supplied with sensory 
fibers. Earlier operations were followed by large herniz; 
the brain areas bulging through the opening are strangu- 
lated by the edema and compression and therefore made 
completely functionless. It is of importance to select “si- 


lent” areas or unimportant ones, in order to reduce func- 
tional disturbances, directly due to operative efforts, to a 
minimum. 

The author has performed fifteen palliative. operations, 
of which several were very satisfactory. More instructive, 
however, are the unsuccessful results, which have served 
to emphasize certain technical points. Whenever possible 
the right side is to be preferred, and any weakness of the 
wound, which might lead to fungus cerebri and thus to 
secondary meningitis, is to be avoided. The last six op- 
erations have been placed beneath the temporal muscle in 
the hope of preventing the formation of large herniz. 
The convolutions below the Sylvian fissure, containing 
only the very lowest part of the motor area, are exposed. 

A curved incision is made about I cm. within the at- 
tachment of the temporal muscle to the temporal ridge, 
anteriorly not extending in front of the hair margin, and 
carried somewhat lower posteriorly than anteriorly. Scalp 
and aponeurosis are reflected downward, the temporal 
fascia is incised and the muscle fibers separated and re- 
tracted where they run downward and forward. The peri- 
osteum is pushed aside, a small opening made in the bone, 
and enlarged with very flat rongeurs to about 6 cm. ver- 
tically and 8 cm. antero-posteriorly. The dura is excised 
to the bone edges; the branches of the middle meningeal 
artery may require ligation. The muscle is sutured with 
fine silk and the fascia and skin are also united. If Cush- 
ing performs a bilateral operation, he opens the dura only 
on one side. He has employed this method repeatedly in 
draining the subdural space after fracture of the base 
with hemorrhage, for exploration in suspected meningeal 
hemorrhage and in abscess of the temporal lobe. 

The author has also used a _ suboccipital operation 
through a “cross bow” incision, by which the muscles at 
the back of the head are detached and the cerebellum ex- 
posed. Unless the operation is performed in the hope of 
finding a removable tumor, the temporal route is to be pre- 
ferred for decompression. 

(2) In his second paper the same author deals with the 
problem of preventing the so-called spastic infantile pal- 
sies, which are often a residual symptom of traumatism 
sustained during birth. Many still-born children, or chil- 
dren who die a few hours after birth, are the victims of 
intracranial hemorrhage. Cushing has found that the ves- 
sels most likely to be injured are those running over the 
cortex to the longitudinal sinus in the midcerebral region. 

Four operations for intracranial hemorrhage in the new- 
born are reported. Of these, two were successful. In 
each instance the symptoms were very grave and threaten- 
ing to life—unconsciousness, convulsions, etc. One little 
patient had marked exophthalmos, due to thrombosis of 
the cavernous sinus (cured). The infants stood the op- 
eration well. Keeping the body warm, careful hemostasis 
and little anesthesia are important. A horseshoe flap is 
raised just within the borders of the parietal bone, the 
soft bone is cut with scissors, the clot is washed away and 
if a bleeding point can be found it is ligated. The bone 
flap is replaced and sutured. In one case a bilateral op- 
eration was survived. It is too soon to say what the 
final result will be in regard to palsies. 


The Permeability to Bacteria of Surgeons’ Rubber 
Gloves. H. Fox and E. A. ScouMANnN. American 
Journal of Medical Sciences, October, 1905. 


The authors undertook laboratory tests to determine 
whether bacteria can grow through rubber gloves. After 
finding the rubber an impassable barrier for the germs, 
they conclude that rubber gloves are absolute barriers 
against wound infection by the hands of the surgeon. Any 
infection occurring must be introduced into the wound 
from some point not protected by a glove. 


[This paper, however, cannot be used as evidence in 
favor of the use of rubber gloves—which, by the way, are 
so firmly established in the favor of the American profes- 
sion, that they require no advocacy—as it does not take 
into account such practical questions as tearing of gloves 
during operation, dripping of sweat from the gloves, etc.] 
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